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POST-OPERATIVE VOLVULUS.* 


C. A. Buswett, M. D., F. A. C. S., 
CHICAGO. 


The object of presenting this paper is to bring 
before the profession this subject that a free dis- 
cussion may be had with especial reference to its 
etiology and prophylaxis. 

Volvulus is a twisting of the intestine upon its 
long axis until there is sufficient interference 
with the blood supply to cause strangulation un- 
less relief is afforded. The exact mechanism of 
its production is unknown, but the two necessary 
factors are, first, a congenital or acquired defect 
in the intestinal attachment allowing of a free 
mobility, and second, a condition producing an 
artificial pedicle. 

Abnormal length of the mesenteric attachment 
of a loop of bowel, especially when combined with 
a lateral contraction of the mesentery, is the most 
important cause:of volvulus.? The mesentery 
may be elongated congenitally or it may become 
stretched as a result of continued constipation 
and overloading of the affected portion of the 
bowel and some stretching may result from ad- 
hesions of some part of the intestinal canal to 
fixed abdominal structures. A not uncommon 
cause of elongation is the inclusion of a coil of 
intestine in a hernial sac. Narrowing or con- 
tractions of the mesentery may occur without 
special elongation as a result of inflammatory 
conditions. A laxness and relative elongation of 
the mesentery may be caused by a loss of fat in 
the abdominal walls and in the mesentery itself. 
In women, after repeated pregnancy, these con- 
ditions frequently occur. 

The conditions which predispose to volvulus 
are more frequently found in persons of ad- 
vanced years than in the young, and volvulus is 
therefore most common in the aged to those past 





*Read before the Chicago Medical Society, Jan. 81, 1917. 


middle life. The immediate cause may be a 
strain or some effort as in lifting or a trau- 
matism, such as in compression of the body. 
Sometimes overloading of the intestinal tract 
combined with some effort or strain is of impor- 
tance. Thus in old people who have suffered 
from habitual constipation the sigmoid flexure 
becomes elongated and its mesentery stretched. 

In simple volvulus, a loop of intestine twists 
about its mesenteric attachment. There may be 
a partial turn or several complete turns. In the 
former case the obstruction of the bowel is partial 
or incomplete. In the latter it is almost cer- 
tainly complete and in addition the blood vessels 
become so compressed that intense venous en- 
gorgement results. Whether the obstruction is 
partial or complete, but especially in the latter 
case, distension of the obstructed portion of the 
bowel rapidly ensues. The bowel becoms dark 
red or purplish in color and its walls are deeply 
engorged with blood and swollen by edema. Then 
extravasations of blood are seen upon the surface 
and blood stained liquid exudates into the lumen 
of the bowel as well as into the peritoneal cavity. 
Finally gangrene takes place. The strie of the 
bowel are obliterated by the over extension and 
rents of the serous coat may occur. Rupture of 
the bowel, however, rarely takes place. It is more 
likely to be found above the volvulus than in the 
affected portion. 

Peritonitis sets in rather promptly as a result 
of bacteria escaped through the injured, con- 
gested and edematous walls of the bowel. When 
bloody extravasation is present in the peritoneal 
cavity the escaping bacteria may occasion putre- 
factive changes. 

In going over the literature we learn from 
French* that: volvulus constitutes 14 per cent. of 
all cases of intestinal obstruction. A majority 
(68 per cent.) of twists are encountered in men 
and about one-third of them between the ages of 
30 and 40. The large intestine is involved in 
nearly 90 per cent. of the cases, most commonly 
the sigmoid flexure, next the cecum. The condi- 
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* tion is favored by an unusual length of mesen- 
tery, elongation of the intestine by hernia, the 
traction of adhesions or an accumulation of feces. 


Rarely one loop of the intestine is twisted about 


another. The bowel may be twisted on its long 
axis a half turn, a whole turn or more, complete 
strangulation being produced. If the intestines 
below the constriction are distended and deeply 
congested, a fatal peritonitis is usually developed. 
Knots are extremely rare. Reichel* has shown by 
direct experiments that simple kinking of the 
bowel artificially done, is not sufficient to produce 
obstruction, but there must be infection and 
localized surrounding peritonitis at the angle. 

Craig® says: “Volvulus, aside from its pecul- 
iar postoperative relationship, is, of course, gen- 
erally confined to the sigmoid flexure and is fully 
understood. After the manipulation of the in- 
testinal coils incident to a celiotomy a volvulus 
is possible in the small intestines as well, espe- 
cially in connection with recent adhesions, as will 
be shown later.” 

The chief cause of postoperative obstructions 
is adhesions and apertures left in the omentum 
or mesentery.* Adhesions may act in various 


ways. A part of the intestine that normally be- 


longs in the middle or upper abdomen may be- 
come adherent in the pelvis, causing a kink or 
twist. A broad layer of adhesions, from the 
peristaltic action of the intestines, may become 
twisted and thickened until a definite band of 
considerable strength is formed. 

From Nothnagel’: Causation of postoperative 
intestinal obstruction by recent (new) adhesions 
gluing together the adjacent sides of a looped 
intestine throughout their entire contiguity and 
thus producing a sharp angulation. On the 
other hand where two portions of a large loop 
become attached to each other at a single point 
no obstruction may be directly resultant, but 
volvulus becomes extremely easy, especially in the 
sigmoid. 

Gaynet and Laroyenne* presented a patient 
who eight days after the removal of an ovarian 
cyst, had to be operated on again for symptoms 
of intestinal occlusion. This operation showed 
the existence of a volvulus of the cecum which 
was untwisted; then fixation made to the ab- 
dominal wall. The intestinal occlusion disap- 
peared immediately. 

Lund® in reporting a case of intestinal ob- 
struction found at second operation volvulus 
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which he attributed to coughing and vomiting 
following anesthesia. 

Deaver*® states that in 276 cases of acute in- 
testinal obstruction there were five cases of vol- 
vulus of which three recovered and two died, or 
40 per cent. This is a condition not very fre- 
quently and generally not definitely diagnosed 
before operation. The sudden onset and rapid 
development of symptoms, however, are always 
sufficient to make clear the fact that some ab- 
dominal catastrophe demanding surgical atten- 
tion has occurred. 

Woolsey" in reviewing five years of intestinal 
obstruction at the Presbyterian Hospital, N. Y., 
found out of fifty cases two were volvulus. The 
two great efiological factors in postoperative ob- 
struction are either of a septic or a mechanical 
nature. The etiology of mechanical obstruction 
is not difficult to understand, though the mech- 
anism is varied. When due to strangulation, the 
cause is usually a band or a volvulus or both. 


I have recently operated on an example of the 
latter type. When a band, due to operation 13 
years before, had so narrowed the mesentery at 
the base of a loop of ileum as to render volvulus 
an easy matter. In addition the band itself 
tightened by the twist of the volvulus, strangu- 
lated the mesentery and compressed one end of 
the loop. Resection of 14 inches was done and 
recovery was uneventful. 


In a strangulation there is usually an obtura- 
tion at one or both ends of the loop from the 
band or volvulus, but the important factor is the 
stasis of the blood supply. 


Practically all cases of postoperative obstruc- 
tion are due to sepsis, operative trauma or ad- 
hesions. 

Records of Cook County Hospital show several 
cases of postoperative volvulus and those that 
have done the best were those where the contents 
of the bowel were drained. 


In regard to our own case of volvulus and the one 
which has prompted me to present this paper, I have 
the following to report: Examination made April 14, 
1913. The record shows she was married seven years, 
one child 6 years old, menstruation regular, no pain; 
troubled with chronic constipation; nervous system 
hypersensitive. There was an enlargement of the thy- 
roid gland; there was a history of severe attack of in- 
flammation of the right lower quadrant when a child, 
which had continued to give trouble at intervals since. 
Physical examination at this date reveals abdominal 
tympanites most marked over the transverse colon; 
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McBurney point painful on palpation, and muscular 
contraction. 

Vaginal examination shows a small rectocele; bi- 
lateral laceration of the cervix; on bimanual palpation 
of the uterus, tubes and ovaries painful. Diagnosis: 
Chronic appendicitis with inflammation about the 
uterus, tubes and ovaries. From this date to the time 
of entrance to the German hospital, which was July 12, 
1916, she continued to have exacerbations of this dis- 
turbance in the region of the appendix. Operation 
July 13, a right rectus incision was made. We found 
the appendix to be chronically inflamed, with strong 
bands of adhesions from the apperidix and ileo-cecal 
valve to the right abdominal peritoneum. On examina- 
tion of the gall bladder, pylorus and upper abdominal 
cavity they were found to be normal. Examination of 
the pelvic organs, both tubes and ovaries were found 
to be bound down with a mass of adhesions posterior 
to the uterus. 

The operations consisted of removal of appendix, 
left tube and ovary with a resection of the right ovary. 
The operation went off smoothly, time about one hour. 

On July 17 there were marked symptoms of in- 
testinal obstruction and we called Dr. Nelson Percy in 
consultation. 

July 18 we concluded a second operation was in- 
evitable. This was performed at 11:30 p. m. by Dr. 
Percy and myself. The abdomen was opened in the 
region of the old incision and we found the intestinal 
obstruction due to volvulus of the small intestine. A 
loop of bowel which was approximately 16 or 20 inches 
long was untwisted. The intestine was opened above 
the obstruction and the contents drained, then closed 
and returned to the abdomen. The patient died at 8 
o'clock July 19, 1916. 

After consideration of this experience and the 
above literature we are forced to conclude that 
volvulus is a mechanical condition and that this 
loop of bowel is through some mechanical pro- 
cedure twisted upon its pedicle and that instead 
of righting itself is held in position by some form 
of pressure or adhesions. In our own case we 
find an elongated pedicle but no perceptible ad- 
hesion. A blow or contortion through nausea 
and vomiting or coughing may also be considered 
an important factor. 

We learn also that obstruction follows in about 
1 per cent. of all abdominal operations and in 
reviewing 100 cases of intestinal obstructions, 18 
were due to volvulus; also that the death rate of 
volvulus is appalling, varying with different op- 
erations from 40 to 60 per cent. We also find 
the literature to be very obscure in many cases 
as to postoperative volvulus and we urge that a 
most careful examination and record be made by 
surgeons who come in contact with this disease 
and that great care should be taken in making 
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abdominal explorations during operations to cor- 
rect the position of the intestine disturbed. 
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POST-OPERATIVE SEQUEL AND THEIR 
AVOIDANCE.* 


Grorce pe Tarnowsky, M. D., F. A. C. 8. 
CHICAGO. 


As it is manifestly impossible to cover all surg- 
ical sequela within the short space of time al- 
lotted me in this symposium, my remarks will 
be confined to the abdomen, and I shall merely 
seek to emphasize a few practical points. Our 
service at the Cook County Hospital gives us 
a rare opportunity for studying the unfortunate 
results of surgery. Many patients, having spent 
their money elsewhere, and finding themselves 
troubled with postoperative complications, are 
forced to accept free service in their search for 
relief. This statement does not in the least imply 
that we do not have—on occasion—to repair 
sequela on our own patients; the fact remains 
that the Cook County Hospital is, in a measure, 
the clearing house of the county. 

I would desire, first of all, to call to your at- 


*Read before the Chicago Medical Society, Jan. 81, 1916. 
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tention the question of atrophy of abdominal wall 
muscles due to interruption of nerve supply, a 
subject which does not receive the attention, in 
medical literature, which its paramount impor- 
tance calls for. 

In inguinal herniotomies, after splitting the 
external oblique muscle and exposing the canal, 
a small nerve is to be seen passing one c. m. above 
and almost parallel to the lower margin of the 
conjoined tendon. This is the most important 
trophic nerve of the conjoined tendon. Its re- 
moval or inclusion in the coapting sutures’ is 
probably responsible for many hernial recur- 
rences. I have repeatedly operated upon such 
recurrences at the Cook County Hospital and 
found an almost complete atrophy of the con- 
joined tendon, together with absence of the afore- 
mentioned branch of the ileo-inguinal nerve. It 
should always be sought for and its injury care- 
fully avoided. While on this particular region, 
let me also call your attention to the mass of 
pre-peritoneal fat which is found in almost seven- 
ty-five per cent. of all inguinal hernie. This 
mass as pointed out by my colleague, Dr. Speed, 
varies in size from a small oblong mass having 
the diameter of a lead pencil to one of the size 
of a man’s thumb, and is always located antero- 
internally to the hernial sac proper. If left in 
situ, it is bound to act as a wedge and un- 
doubtedly also predisposes to recurrences. Its 
careful removal should, therefore, be imperative. 

In laparotomies, especially those involving the 
upper abdomen, we not infrequently get an 
atrophy of the rectus muscle with the slow or 
rapid formation of a ventral hernia. The nearer 
our incision approaches the outer edge of the 
rectus, the greater will be the destruction of the 
abdominal intercostal nerves which supply it. In 
lower abdominal trans-rectal incisions there is 
also the added danger of injury to the deep epi- 
gastric artery, causing a combined defect of blood 
and nerve supply. In surgery of the lower abdo- 
men, where muscle separation is not advisable, 
the para-median incision should always be em- 
ployed. While the old transverse rectus incision 
of Mickulicz has largely been abandoned in gall- 
bladder surgery, on account of the marked re- 
traction of muscle fibres which it caused, the 
method of Willy Meyer in avoiding this is 
placed on a sound theoretic and practical founda- 
tion. Meyer anchors the rectus muscle to its 


anterior sheath above and below the proposed 
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line of incision, thereby preventing retraction of 
its fibers. * The transverse incision of the peri- 
toneum, as practiced by L. L. McArthur, for ex- 
ploration, drainage or removal of the gall-bladder 
has been of great help to me. Coaptation of the 
peritoneum thus becomes simplicity itself. In 
closing any laparotomy wound, additional reten- 
tion sutures should always be placed, including 
the anterior rectus sheath and skin, and should 
not be removed until normal peristalsis is re- 
stored. Some of us are still using too much ten- 
sion in our sutures. An easy coaptation of tis- 
sues, and not pressure necrosis, gives us the 
firmest repair of abdominal wall structures. In 
operations upon the kidney the same considera- 
tion should be given to nerve supply. 

As indications for drainage lessen, inter-mus- 
cular incisions will become more'and more habit- 
ual. Either the para-median or the transverse 
rectus incisions should be employed in all upper 
abdominal operations. 

The question of postoperative fecal fistule is 
a very important one. While a percentage, 
though very small, of operations for appendiceal 
abscesses, for tubercular peritonitis, for salping-. 
itis, for ovarian cysts, or for certain types of 
carcinoma of the bowel can reasonably be ex- 
pected to develop a fecal fistula, it is my con- 
viction that many of these cases we encounter 
are directly traceable to faulty judgment or de- 
fective technique, either during the operative or 
postoperative period. Our present tendency is 
towards using fewer laparotomy sponges through- 
out the course of the operation, a minimum han- 
dling of the tissues, and dispensing with tubal or 
other forms of drainage. When we shall all be 
agreed regarding the defensive and not destruc- 
tive meaning of peritonitis, and when our 
technique shall be entirely devoted towards in- 
creasing the defensive properties of the peritone- 
um, our mortality and postoperative sequel will 
be reduced to their normal minimum. That 
abuse of drainage, and more particularly, that 
the repeated reintroduction of drainage tubes or 
of cigarette drains into the peritoneal cavity, .ac- 
count for a large percentage of postoperative 
fistule, is mv firm conviction. Within the past 
six months I have had the unpleasant task of 
repairing four such fistule and of these, three 
communicated—either singly or by several sin- 
uses—with the ileum, not the cecum. In all 
four cases drainage tubes had been repeatedly in- 
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troduced, removed and reintroduced. One 
patient, a boy sixteen years old, had had his 
fistula since December, 1913! In this case I 
repaired three perforations of the ileum and did 
a lateral ileocolostomy with most gratifying 
results. A second case, that of a young man 
twenty-two years of age, had been patient for 
nine months, following a laparotomy for ap- 
pendiceal abscess. I closed two perforations 
of the ileum and incidentally removed an 
apparently intact appendix. I carefully say, ap- 
parently, because the specimen was lost before 
it could be subjected to a microscopic examina- 
tion. Multiple intestinal fistule, produced by 
the cutting action of through and through silk- 
worm-gut sutures, constitutes an anomaly which 
occurred on my service at the Cook County Hos- 
pital. A male patient was brought in nine days, 
after having been kicked in the abdomen, with 
well marked symptoms of ileus. He collapsed 
as soon as the peritoneum was opened. He was 
hurriedly given a quart of normal saline by 
phleboclysis, two cigarette drains were left in 
the peritoneal cavity and the incision closed with 
through sutures. Twenty-four hours later, fol- 
lowing a violent fit of coughing, a half inch 
diastasis of the incision occurred, thus exposing 
the silk-gut sutures. Fourteen fistule of the 
small bowel were formed by the peristaltic fric- 
tion of the bowel on the sutures, these were all 
repaired, but the patient succumbed a week later 
to general sepsis. 


For the prevention of postoperative shock, a 
rapid, safe technique, which should include a 
minimum handling of tissues, as well as delicacy 
of handling, plus the prevention of acidosis, 
should be our aim. Long before the subject of 
acidosis was placed on a scientific foundation, 
clinicians were empirically using large doses of 
potassium and sodium bicarbonate before and 
after operations. I knew personally that my 
colleague, Dr. A. B. Keyes, was using antacids 
twenty-five years ago. Whether or not we can 
follow Crile in his theory of anoci-association, 
we owe him a deep debt of gratitude for having 
popularized the prevention and cure of surgical 
acidosis. There is no question but that patients 
who have received half drachm doses of sodium 
bicarbonate, three times daily, for two days prior 
to, and four or five days following laparotomies, 
convalesce more rapidly and manifest less shock 
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than do those deprived of this simple but effica- 
cious method. 

When we consider that operations for the 
relief of postoperative intestinal obstruction give 
us a mortality of almost fifty per cent., preven- 
tion gf this formidable complication should enlist 
our most careful attention. Without unduly go- 
ing into minute details of technique, it is axio- 
matic that a minimum of trauma, covering of all 
raw surfaces, avoidance of drainage and compiete 
closure of the abdomen, followed by primary 
union, will minimize such a surgical calamity. 
If the obstruction is incomplete, procrastination 
is permissible as many ‘adhesions stretch or 
disappear; when complete, the sooner we re-enter 
the peritonum and repair the condition, the 
lower will be our mortality. Even a paralytic 
ileus is not necessarily a fatal complication. Re- 
opening of the abdomen, with puncture of a loop 
of distended bowel and drainage of bowel con- 
tents, relieves the patient of tympanites and septic 
material at the same time. The puncture may 
be closed or a temporary enterostomy may be 
made. I do not think it wise to perform either 
an entero-enterostomy or a resection in the pres- 
ence of a paralytic ileus. Pituitrin in ileus is 
enthusiastically recommended by C. L. Gibson 
of New York. I have no personal experience 
with this drug, but, on theoretic grounds, the 
danger of its causing intestinal rupture must 
not be lost sight of. 

There are many other interesting sequele 
which could be discussed in a longer paper ; per- 
haps the colleagues who are to lead in the dis- 
cussion will bring a few of them out. 





LOCAL ANESTHESIA.* 


Freperick G. Dyas, M. D., 
CHICAGO. 


The development of the various forms of an- 
esthesia has not kept pace with the advancement 
of surgical technique. 

Generally speaking, there is about as much 
hazard to the patient from the administration 
of a general anesthetic as there is from the per- 
formance of a major operation itself in compe- 
tent hands. 

This statement applies both to the immediate 
and remote effects of the anesthetic. 





*Read before the Chicago Medical Society, March 21, 1917. 
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Medical men have been so engrossed with mat- 
ters of surgical technique that only too often the 
question of the anesthetic has been given scant 
consideration. The unfortunate patient usually 
fell into the hands of the youngest member of 
the hospital interne staff, who was vastly more 
interested in the progress of the operation than 
in the administration of the anesthetic. This, 
of course, resulted in many tragedies until the 
method now in vogue in most of our large hos- 
pitals was put into operation, viz., the employ- 
ment of salaried, skilled anesthetists to take the 
place of the green interne. This movement re- 
sulted in a great improvement in the postopera- 
tive complications and gave the surgeon a sense 
of security during the course of the operation, 
which was in marked contrast to the constant 
anxiety as to the anesthetic under which he la- 
bored in former times. 

However, general anesthesia can probably 
never be robbed of a certain amount of hazard 
no matter what agent be used or how skilled 
the anesthetist, therefore, it is the duty of the 
medical profession to adopt local for general 
anesthesia whenever possible. Young children 
and very nervous individuals will probably al- 
ways require general anesthesia for operative 
work, but the number of operations which can 
be satisfactorily performed under local anesthesia 
upon normal individuals is rapidly growing, and 
it is a striking fact that physicians and nurses 
who have had opportunity to observe the prac- 
tical effects of local anesthesia nearly always 
choose that method for operations upon them- 
selves. 

The method of local antedates that of general 
anesthesia as it was practiced by the ancient 
Arabian physicians in the form of nerve com- 
pression. Large nerve trunks were subjected to 
pressure until anesthesia was produced in the 
area supplied by that nerve. 

Cold, applied directly to the affected part in 
the form of ice, and later freezing sprays, is a 
method known even to the laity. Many of these 
sprays have been extensively used and have filled 
a very important part amongst local anesthetics. 

Chemical agents, such as poppy, Indian hemp, 
mandrake root, opium, ether and chloroform, 
were extensively used locally until the discovery 
of the hypodermic method of medication by 
Wood in 1853. This opened up a wide field for 
the local administration of drugs believed to have 
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anesthetic properties and was closely followed 
by the discovery of the anesthetic properties of 
eocain, by Scherzer, in 1860. Cocain was first 
used for surgical purposes by Reclus, who later 
abandoned it because of its toxicity. 

Schleich popularized the use of cocain by using 
it in combination with morphin in dilute solu- 
tion as cocain hydrochlorid. However, cocain 
has had a bad history and the profession was 
afraid to use it extensively for major surgical 
work. As a result of this fear, an attempt was 
made to find a less toxic agent. Various drugs 
have been used, many of them extensively, but 
it remained for novocain to fill the long-felt 
want. This substance is said to be about only 
one-seventh as toxic as cocain, and yet possesses 
to a remarkable degree its property of inducing 
analgesia. However, this fact is of the greatest 
importance, viz., that novocain used in sufficient 
dosage to produce satisfactory local anesthesia, 
is practically without toxic effect. In the sum- 
mer of 1916 another substance was introduced 
experimentally to take the place of novocain, 
which was almost impossible to procure. The 
name of this agent is apothesine and it was dis- 
tributed to a number of men working with local 
anesthesia by Parke, Davis & Co. About 85 major 
operations were done with the apothesin sup- 
plied to me, which is used in the same strength 
and dosage as novocain. Its toxicity is probably 
about the same as novocain, and it has the same 
resistance to boiling. As a local anesthetic, it 
appeared in no way to be inferior to novocain. 
Unfortunately, apothesin is not obtainabJe at the 
present time, but the hope is held out that it 
will be put upon the market before long. 

“The degree of toxicity of most drugs depends 
upon the rapidity of their absorption. 0.3 to 
0.4 gm. of novocain in aqueous solution may be 
dangerous when rapidly absorbed, while 0.5 to 
1.0 gm. may be safely used where absorption is 
slow. Prolonged boiling destroys the action of 
novocain, but boiling two or three minutes does 
not harm. The anesthetic effect of novocain may 
be prolonged by using solutions of magnesium 
sulphate and calcium chlorid in strengths of one- 
fourth to one-half of one per cent.” M. L. 
Harris. 

Potassium sulphate likewise increases the dura- 
tion of analgesia when combined with novocain. 

Hertzler says the duration of novocain anes- 
thesia without an adjuvant is about fifteen min- 
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utes, but its action is more prolonged when 
adrenalin is used. 

Balfour* states that the healing of wounds has 
not been retarded by the use of novocain in the 
cases observed in the Mayo clinic. 


Braun* whose book on local anesthesia is 
classic, proved by experiments upon himself and 
others, that the addition of one-half per cent. 
potassium sulphate to the novocain solution, 
markedly prolonged the anesthesia. 


Harris has recently used chloretone for the 
purpose of increasing the duration of the local 
anesthetic. Chloretone is added to the novocain 
preparation in sufficient amount to form a satu- 
rated solution. It is necessary to bear in mind 
that chloretone volatilizes at a temperature of 
160° F. and, therefore, after boiling the novo- 
cain solution time must be allowed for the tem- 
perature to subside to 160°F. or lower, before 
adding the chloretone. 


Bier’s method of local anesthesia consists of 
the intravenous injection of novocain between two 
ligatures or bandages tightened about a part. 
This method has no advantages over the method 
of infiltration or nerve blocking, but carries 
with it the added danger of rapid absorption 
from the venous circulation when the constric- 
tion is removed. 


For a long time local anesthesia was almost 
wholly confined to operations upon the eye, nose 
and throat. In major surgery, the local method 
for a long time fell into disrepute because of 
the toxicity of cocain. Braun makes the state- 
ment that were it not for the introduction of the 
less toxic novocain and adrenalin which made 
possible the development of the technique of in- 
filtration anesthesia and nerve-block, the method 
of local anesthesia would in time have been 
abandoned. 

Braun® states further that the chief points of 
the new technique of local anesthesia are the 
infiltration of the field of operation, the blocking 
of the sensory nerve paths, and where it is possi- 
ble a combination of the two methods with a 
direct infiltration of the line of incision. Es- 
march’s constriction of an extremity is not neces- 
sary to procure good anesthesia where adrenalin 
is employed. Many operators employ twilight 
sleep to procure a tranquil state of mind for their 
patients, and I can recommend this strongly to 
those who have not used it, as an auxiliary to the 
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local anesthetic. ‘Too little attention has been 
paid to the psychic condition of patients, whether 
they were to receive a general narcosis or a local 
anesthetic. While Crile justly receives the credit 
for calling attention to the enormous importance 
of anesthetising the patient under the proper en- 
vironment and in such a manner as to quiet his 
fears, many others appreciated the necessity of 
preserving absolute quiet in the anesthetising 
room. Loud noises and the clatter of instru- 
ments may often unnerve a patient and always 
increase the amount of anesthetic and the length 
of time necessary to procure narcosis. The same 
principle holds true in local anesthesia.’ 


Kroenig and Sigel® state the following: “We 
avoid disturbing the patients by light or sound. 
Patients in twilight sleep are particularly sus- 
ceptible to stimuli of light. To avoid this, pa- 
tient’s ears are plugged with cotton and the eyes 
bandaged. With these precautions, we produce 
in the majority of cases a complete amnesia of 
the operation and preliminary preparations. 
Thus we accomplish the first of Crile’s require- 
ments, i. e., the elimination of psychic trauma.” 

Bloodgood’ says “during a successful opera- 
tion with local anesthesia the blood pressure re- 
mains normal. Sudden rises indicate painful 
manipulations. When these are continued they 
are followed by a fall in the blood pressure. This 
means shock.” During the past eighteen months 
I have done certain operations only under local 
anesthesia, but with each succeeding month I 
have extended the use of the infiltration and 
nerve blocking method, until now fully one-half 
of my operative work is done without the aid of 
a general narcosis. 

No man who has given the matter considera- 
tion can help feeling that under the usual meth- 
ods of anesthetising patients, the hazard to them 
from the use of a general anesthetic, even in 
skilled hands, is too great, not to mention the 
danger of postoperative complications. 

Ether, chloroform, nitrous oxide and oxygen, 
or ethyl chlorid may cause death per se in dosage 
sufficient to produce good narcosis. Novocain 
and certain other agents used to produce local 
anesthesia are practically without danger to the 
patients in amounts necessary to produce com- 
plete analgesia of the operative field. 

Ether and chloroform cause postoperative 
nausea and vomiting, acute dilatation of the 








stomach and increase the gas pains following 
laparotomy. More remotely ether not infre- 
quently causes postoperative pneumonia, and 
chloroform may produce degeneration of the 
liver parenchyma. 

Recently I performed a herniotomy under 
ether anesthesia, because on that particular 
morning I was unable to procure any novocain. 
The patient began to cough up a rusty sputum 
on the third day, and in the following twenty- 
four hours presented the classic picture of a lobar 
pneumonia. I believe this pulmonary complica- 
tion was directly chargeable to the use of ether, 
and while the man recovered, his convalescence 
was considerably prolonged, and he had had un- 
willingly conferred upon him an increased sus- 
ceptibility to pneumonia. 

In two cases recently operated on for inguinal 
hernia, under infiltration and nerve block, the 
patients were given full meals of meat and pota- 
toes, unknown to those in attendance, three hours 
after the operation, which they ate with relish 
and without bad effect. One of these men felt 
so well that he persuaded another patient to 
smuggle him his clothes, with which he walked 
the length of a-long ward and indulged in a 
cigarette within four hours of the conclusion of 
his operation. It goes without saying that few 
ether patients enjoy such a sense of well-being 
on the day of the operation. 

The use of local analgesia compels greater gen- 
tleness in the manipulation of tissue. This 
lessens local trauma and post-operative pain. 

In out-patient dispensaries patients may be 
immediately discharged following minor opera- 
tions, which from an economic standpoint is of 
the greatest importance both to the individual 
and to the hospital. 


Under conditions when an anesthetist is not 
available, the operator who uses local anesthesia 
is able to proceed unaided. 

The arguments most frequently heard against 
the use of the local method are that it is time- 
consuming and produces imperfect analgesia. 
The first objection may be answered by the fact 
that frequently the production of a general ether 
narcosis takes longer than does the interruption 
of pain conduction by nerve block or infiltration. 
This is especially true of hemorroidectomy, as 
evidenced by the fact that many patients wake 
up during ether anesthesia when the sphincter 
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ani is dilated, and require considerable more 
ether to continue the narcosis. 

The objection of imperfect analgesia may 
fairly be said to depend upon the skill ‘of the 
medical attendant, as the ability to produce sat- 
isfactory anesthesia increases with training and 
experience. 

The use of various agents for the production 
of local anesthesia by the methods of infiltration 
and nerve block, is becoming daily more a matter 
of routine. Braun gives in detail the statistics 
of three large German hospitals covering the last 
ten years of cases done under general and local 
anesthesia, showing an increase during that time 
from less than one per cent. to over fifty per cent. 
of cases,done under local anesthesia. 

This is a striking proof of the growth of this 
method, and I feel confident that a study of the 
postoperative morbidity and mortality reports 
would show greatly in favor of the local method. 


PERMANENT NERVE BLOCK FOR CHRONIC INTRACT- 
ABLE PAIN 


Great as are the advantages of local anesthesia, 
I believe that its greatest field of usefulness has 
just been opened up. I refer to the permanent 
nerve-block for the relief of chronic pain. 

This method of treatment must be reserved for 
those patients who have gone beyond the hope of 
other relief; as in recurrence of malignant 
tumors after operation. If it were possible, by 
the injection of those nerve-trunks which sup- 
ply the painful area, to produce a localized 
analgesia, the necessity for the use of morphin 
would be obviated, and the unfortunate patient 
might be conducted to a peaceful end. 

It is well known that morphin and other drugs 
of its kind do not entirely control the severest 
pain. I recently lost a case of recurrent carci- 
noma of the breast with enormous swelling of 
the arm upon the affected side, in which the pain 
toward the last could not be controlled entirely 
by hypodermic injections of one and one-half 
grains of morphin every two hours. It is in such 
a case that the proposed method of alcohol injec- 
tion of the brachial plexus by the method. of 
Kuhlenkampf, would render the entire upper ex- 
tremity anesthetic. Of course at the same time 
there would be a motor paralysis, because the 
nerve trunks are made up of both motor agd 
sensory fibers. However, the loss of motor power 
under such conditions would be negligible. 
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The same method can be used in carcinoma of 
the pelvic organs by blocking the sacral plexus. 
For hopeless conditions of the upper abdomen the 
paravertebral injection of the intercostal nerves 
might be employed. This method was suggested 
to me by the well known use of solutions of alco- 
hol in from 40 to 60 per cent. strength, for in- 
jection of the trigeminus nerve in cases of tic 
douloureux. 

Those who have used this method most exten- 
sively say that perfect analgesia is produced 
whenever the alcoholic solution reaches the nerve 
trunk. This analgesia persists from six to eight- 
een months. If this same analgesia can be pro- 
duced in those nerve paths which conduct the 
painful sensation from the diseased area, we shall 
be able to produce as complete a loss of pain for 
as long a time as in the case of trigeminus neu- 
ralgia. 

I, therefore, predict for this method of local 
anesthesia its greatest field of usefulness, and 
believe that the method of local ansthesia will 
continue to find more adherents for its use, both 
for the production of temporary and lasting local 
analgesia. 

CONCLUSIONS. 

1. The patient’s life is not endangered by 
dosage sufficient to induce local anesthesia. 

2. The general comfort of the patient after 
operation is much improved because of lessened 
trauma and decreased gas pains. 

3. Convalescence is not complicated by the 
anesthetic and thereby shortened. 

4. Ambulatory patients may be immediately 
discharged after operation. 

5. An anesthetist is unnecessary, 
“Moral anesthetist” is desirable. 

6. The use of adrenalin renders the field less 
bloody, prolongs anesthesia, delays absorption, 
and thereby lessens toxicity. 

%. Nerve-block as a lasting anesthesia for 
chronic pain should find as wide an application 
as its use for operative procedure. 


but a 
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ORTHOPEDIC TREATMENT OF POLIO- 

MYELITIS ANTERIOR. 
Epwin W. Ryerson, M. D., 

Professor of Orthopedic Surgery, Chic Policlinic; Assistant 
Professor of Surgery, Rush Medical College; Orth 
Surgeon, Children’s Memorial Hospital, and Home for ti- 
tute Crippled Children. 


CHICAGO. 


It is well within the bounds of truth to say 
that practically every case of infantile paralysis 
can be improved by proper treatment. The 
medical side of the management will not be dis- 
cussed in this paper further than to say that it 
seems reasonable to give hexamethylenamine as a 
prophylactic and in suspected cases, and that in- 
jections of serum from recovered cases may 
prove to be beneficial. Meltzer’s proposal to in- 
ject adrenalin into the spinal canal during the 
acute attack is also attractive. 

The orthopedic treatment of these patients is 
of great importance, and every general practi- 
tioner should familiarize himself with its princi- 
ples. The course of the disease is arbitrarily 
divided into three stages. First, the acute stage, 
beginning with the onset and lasting until all 
pain has ceased. Second, the stage of convales- 
cence, lasting approximately two years in cases 
which are properly treated, and third, the chronic 
stage, when no further improvement in actual 
nerve conduction can be expected. 

In the acute stage, aftet the paralysis has be- 
come well established, rest and prevention of 
deformity are the most important considerations. 
Massage, electricity, active and passive motions 
should not be used as long as any pain is present. 
The patient should be kept recumbent in bed, 
and if the pain is very severe a Bradford gas-pipe 
frame or a plaster of Paris cast may be applied 
to secure immobilization. Any tendency to foot-. 
drop, flexion of the knees or other position-de- 
formity must be prevented by light apparatus, 
such as tin, wooden or plaster of Paris splints, 
since even in the earliest weeks a severe con- 
tracture of muscles, particularly of the tendo 
Achillis, may occur. The legs should be kept 


parallel and not allowed to become spread apart, 
as the tensor fascie late (tensor vagine femoris) 
is apt to become structurally shortened. 

The acute or painful stage usually lasts only a 
few days, although it may be prolonged for weeks 
Care rnust be taken to keep the 
The patient’s 


or even months. 
affected parts warm at all times. 
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general health and hygiene should be looked 
after, but all unnecessary medication should be 
avoided. 

When the pain has entirely disappeared, the 
second, or convalescent, stage is reached. It is 
now important to make a careful examination of 
the extent and distribution of the paralysis. A 
written record should be made of all of the af- 
fected muscles, with an estimate of their relative 
loss of power. This can be fairly well done, after 
a little practice, by simply asking the patient to 
resist while the physician attempts to move the 
various joints. The spring-balance method of 
testing muscular power, recently devised by R. 
W. Lovett, is much more satisfactory, but more 
complicated. Electrical tests are often mislead- 
ing and always useless. 

During the convalescent stage it is extremely 
important to avoid tiring the affected muscles. It 
must be remembered that many of the muscles 
are not entirely paralyzed, but merely weakened, 
and they will not regain their normal strength if 
they are overworked. Light massage is undoubt- 
edly helpful. Electricity is of no demonstrable 
value. Careful muscle-training is the keynote of 
therapy in this stage, but it must not be pushed 
to the point of muscle-exhaustion. Orthopedic 
apparatus is often necessary to prevent deformity 
and also to prevent the over-straining of weak- 
ened muscles. Some of the most useful braces 
are of the simplest type, and can be made by any 
moderately intelligent blacksmith. They should 
always be as light as possible, and for this reason 
celluloid splints, molded over plaster of Paris 
models, should be used when circumstances per- 
mit. They are, unfortunately, rather expensive. 

Efforts should be made in the severer cases to 
prevent the patients from becoming bed-ridden. 
Corsets or back braces may be necessary, in addi- 
tion to leg braces. No operative treatment should 
be considered during the convalescent stage ; that 
is, until at least two years have elapsed since the 
onset of the disease. 

The only exception to this rule is in the case 
of severe deformity which has not yielded to con- 
servative treatment. Here it is permissible to 
perform tenotomies or tendon and muscle 
lengthenings so that proper apparatus may be 
applied. 

To summarize the treatment in the second 
stage, it is advised to keep the affected parts 
warm, to encourage the careful exercise of the 
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weakened muscles, to avoid their overuse, and to 
prevent deformity. 

The third, or chronic stage, is reached when 
no further muscle-strength can be developed. A 
careful survey of the patient’s condition must 
now be made, and the defects noted in the order 
of their importance. The subject of treatment 
now becomes of economic importance. The pa- 
tient must be made able, if possible, to walk 
without crutches or braces, and to maintain an 
approximately normal shape. Probably the 
hardest problem is the prevention and cure of 
scoliosis, or lateral curvature of the spine, in 
those unfortunates who have paralysis of the 
abdominal or spinal muscles. Forcible correc- 
tion by plaster casts is useful in some cases, and 
a few patients have had bone splints placed in 
the spine to maintain the correction. Corsets or 
braces will be of much more general use in this 
class of cases, however, as a rule. 

Paralysis of the legs, of greater or lesser 
severity, is found in the vast majority of infantile 
paralysis cases, and it is here that the chief sur- 
gical interest is centered. Operations may be re- 
quired, first, for the prevention of deformity ; 
second, for the relief of deformity; third, to re- 
distribute properly the remaining muscular 
strength, and fourth, for the production of 
stability. 

Deformities must always be corrected, if pos- 
sible. Osteotomies, tenotomies and myotomies 
are often necessary. In the milder cases the 
transplantation of tendons or muscles may pro- 
duce brilliant results. It requires experience 
and judgment to select the proper cases for this 
procedure, and without great care the results may 
be disappointing. Some of the most satisfactory 
transplantations are those of the peroneus longus 
or the toe extensors to the paralyzed tibialis 
anticus, or two of the hamstrings to the paralyzed 
quadriceps extensor femoris. Many others are 
of value but cannot be detailed in a paper of this 
character. Operations to produce stability are 
sometimes very useful, such as stiffening the hip 
or the ankle joint. It is not wise to stiffen the 
knee joint, as this joint can be well controlled by 
a brace. In cases of very weak or flail ankle 


joint, the operation of astragalectomy, as per- 
fected by Whitman, gives excellent results. 

It is hardly to be expected that work of this 
highly specialized character will be of much in- 
terest in this general meeting of the medical 
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society, and no apology is needed for omitting 
further details, however fascinating the subject 
may be to the orthopedic surgeon. 


DISCUSSION. 


Charles A. Parker: From the orthopedic stand- 
point the optimistic feature is the fact that practically 
every case that survives the acute attack may eventu- 
ally be gotten upon the feet and by means of operations 
and appliances enabled to walk. Crutches are at times 
necessary, but by proper treatment practically every 
case can be made more or less independent and saved 
from an enforced wheel-chair existence. 

In many cases with limited paralyses little difficulty 
is encountered in obtaining these results and many 
walk in some manner without a physician’s care. 

As a fundamental principle in treatment, all de- 
formities should be prevented or corrected as a pre- 
liminary to the employment of stabilizing measures, 
either operative or mechanical. The positions to be 
secured are an extended hip and knee and the foot at 
right angles to the leg both in the anteroposterior and 
the transverse relation. These corrections are usually 
readily accomplished by fairly simple means as tenot- 
omies, myotomies and fasciotomies and the hip and 
knee easily maintained in their corrected positions. 
The maintenance of the foot in its proper position 
is much the more difficult problem. However, by the 
numerous means now at our disposal it can generally 
be very satisfactorily accomplished. 

The severe deformities of the spine, paralytic sco- 
lioses, of themselves, rarely interfere with locomotion. 
They are very efficiently overcome by the use of a re- 
movable corset of plaster, leather or celluloid made 
over a corrected plaster of Paris torso. 





THE MEDICAL ASPECT OF 


POLIOMYELITIS.* 


Frank D. Francis, M. D., 
CHICAGO. 


ACUTE 


The view must be very broad of a virus that 
may invade the human body and seriously dam- 
age it, especially its cerobrospinal system. The 
entire nervous system or any part of it, in any’ 
combination, more frequently the anterior horns, 
may default more or less, as the result of the 
infection which also may produce general symp- 
toms and lesions in the glands, intestines, spleen, 
liver, lungs and kidney. The disease is regarded 
as communicable and infectious. It exists 
sporadically, epidemically and endemically.. 

In 1840, J. von Heine gave a recognized 
clinical description. In all probability the dis- 
ease has existed for hundreds of years. As early 
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as 1784, paralysis, which occurred in teething 
children and those with bowel troubles, was de- 
scribed. The pathology was established by von 
Reinecker and von Recklinghousen in 1863. The 
first epidemic in the United States occurred in 
1841 in Louisiana. Previous to 1905 but 890 
cases of the disease had been noted. Since then 
epidemics have taken place with increased fre- 
quency both here and in Europe. Boston and 
New York have been the chief centers in the 
United States, but the states of Minnesota, Wis- 
consin, Illinois, Vermont, Massachuetts, Wash- 
ington, Iowa and Pennsylvania have had 
epidemics, and nearly every state some cases. In 
1907 New York had 2,500 cases. In 1916 New 
York had over 9,000 cases. It is now spreading 
in Ontario, Canada. In 1911 Illinois probably 
had as many or more cases than this year, from 
the death rate. So far this year Illinois reports 
over 760 cases. Over 250 cases occurred in Chi- 
cago. Thirty-six per cent. of Illinois cases out- 
side of Chicago developed on farms. Sweden, 
Denmark and Germany have had epidemics, and 
in 1905 Wickham considered the character epi- 
demic. 


In 1909 Landsteiner and Popper transmitted 
the disease to monkeys by intraperitoneal inocu- 
lation with poliomyelitic cord. Later, Flexner and 
Lewis, using intracranial inoculation, had no 
trouble in reproducing and transmitting it 
through a series of monkeys. 

The generally accepted facts are that the 
poliomyelitis virus is found in brain, cord, tonsil, 
nasopharynx, spinal fluid, stomach and intes- 
tines. , 

Flexner and Noguchi cultivated the virus and 
found very small bodies, single or double or in 
chains. The virus is filterable, resists glycerini- 
zation and is very resistent. Flexner regards the 
nasopharynx as the atrium. The nasal, bron- 
chial and intestinal secretions may spread it. 
Carriers, human, horse and stable flies, mosqui- 
toes, bugs, pets, etc., may possibly be dissemi- 
nators. The human carrier seemingly is danger- 
ous. The virus may remain months in the nose, 
as in monkeys it has remained six months. 

Other workers have reported other findings. 
Dr. Mathers of Memorial Institute recently re- 
ported finding a micrococcus in six cases out of 
seven in brain emulsion. Dr. Rosenau has also 
noted a coccus. I believe also Drs. Herzog and 
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Nuzum at the county hospital have found a 
coccus in several instances. 

In a series of 90 cases observed by me, the 
average age was four years, the youngest six 
weeks, and the oldest fifty years. The girls num- 
bered forty and the boys fifty. August was the 
favorite month, 50 per cent. of the cases coming 
in the last two weeks of August. Over 10 per 
cert. of these cases were Jewish. Four of these 
cases were nursing babies. Two were on mixed 
feeding. ‘Two were colored. In one instance 
only were there two members in a family, the sec- 
ond case following the first about 8 days. 


In New York, out of a series of 7,000 cases, 
in 6,521 instances, there was 1 case, two cases in 
205 instances, three cases each in twenty fami- 
lies, four cases in one, and five cases in another 
family. Fifty-five of the ninety cases in this 
series were three years or under. Four out of the 
ninety were over ten years. In this group most 
of the children were well nourished, clean, 
blonds, and well kept. 

Several of the number had been bathing in the 
lake, but the great per cent. were too small for 
that diversion. The north temperate zone seems 
to be the choice of the infection as far as known. 
Mothers are very prone to assign catching cold, 
and falls or injuries and teething. 

One attack establishes immunity, as a rule, 
and for many years. Second attacks have been 
reported. Sometimes it is associated with, or 
follows other acute infections. Personally, I lean 
very strongly to the idea that the virus may get 
in through the intestinal tract. In this group 
of ninety, the gastrointestinal factors have been 
prominent. In the Massachusetts group the in- 
testinal features were prominent, while in New 
York the cases with sore throat, bronchitis and 


ILLINOIS MEDICAL JOURNAL 





May, 1917 


not to get the virus on sucking the victim’s 
blood. In this group of ninety cases I haven’t 
seen over three nasal discharges. Cervical 
adenopathy, red throats, coughs and the like were 
very exceptional. Were it a bite, I would expect 
older children to come down more frequently. 
We know that children under three years old are 
seldom victims of the first case of contagion in a 
family, yet, here we have fifty to sixty per cent. 
of our cases in this age limit. Children under 
three years are not frequenters of the hot beds 
of disease. These children are largely home 
bodies. We do know that gastro-intestinal trou- 
bles are very common under three years. Food, 
milk, water, animal pets, toys and trade in 
sputum, qualify as factors for the -young child 
as well as the older. Milk, food, and water fac- 
tors especially apply to the children under three 
years. The mouth, rather than the nose, is the 
baby’s storehouse. The tonsil and the gastro- 
intestinal tract follow in the track of the mouth. 
Very few of our cases have had inflamed tonsils. 
The nasal atrium seems hard to accept. The 
State Board of Health of Illinois reports similar 
paralysis in a proportion of cases among the do- 
mestic animals. Chapin, in Massachusetts, 
reports likewise. I exposed four roosters quite 
closely to infection with no results. Recently I 
have observed four postmortems and without the 
history of the case the gross diagnosis would be 
very doubtful. A little congestion of brain and 
cord, some enlarged mesenteric glands, some con- 
gestion in the bowel lining, some prominence of 
the gray matter of the cord or brain, were all the 
things you could see marked. The mesenteric 
glands would tend toward the intestinal idea. 
The incubation period is said to be five to six- 
teen days. One to forty days are given as ex- 


colds were frequent. Like the blind men feeling ,tremes. The susceptibility to poliomyelitis does 


the elephant, each observer’s attitude is affected 
by the class of cases he happens to be watching. 
The high degree of communicability in many 
places is hard to explain. So far, none of our 
doctors, nurses or attendants have become in- 
fected, nor is such a happening frequent from 
reports. Up to a few years ago poliomyelitis was 
admitted to general wards, with very few or any 
cross infections, on the part of the poliomyelitis. 
Sometimes a case occurs miles away from any 
other, out on some farm. Again, epidemics may 
take place in midwinter. Lice and bugs seem 


not seem great, much less than measles or scarlet 
fever, for example. 

Symptoms: The symptoms are those of a wide 
spread or scattered poliomyeloencephalitis with 
meningeal involvement. Owing to the age of the 
cases, the onset description is lacking very often. 
Observant mothers have usually noted some fever, 
vomiting, constipation or diarrhea, loss of appe- 
tite, listlessness, hypersensitiveness and drowsi- 
ness. This coming suddenly on 2 child at this 


season, formerly well, should arouse suspicion. 
A physician may note the tenderness, a stiff 
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neck, pain on flexing the back and an ataxic 
gait. The patient often refuses to walk, and 
if they do, are easily tired and wish to be taken 
up. Convulsions may have occurred in some 
instances; paralysis is the first symptom noted. 
Older children may complain of headache and 
pain in the limbs, of a sore throat and perspira- 
tion. In some instances the patient is attacked 
with a high fever, a convulsion, or several of 
them, and then he is comatose, or in semicoma, 
for a few days, from which he rallies with a 
group of muscles, few or many, paralyzed. The 
fever may last for a: few days but as a rule is 
of short duration. 

From personal conversation with patients over 
ten years of age, the following stories of the 
onset have been obtained : 


Case 1. Was in swimming. Noticed a stiffness in 
.he chest. Got.out of the water and felt better. On 
returning to the water felt the stiffness again. Went 
home and worked the next day but the arms were stiff 
and painful. The following day the right arm became 
helpless, and within twenty-four hours the left also. 
This case had marked tenderness in the arms and 
severe pains with the paralysis. 

Case 2. Complained of pain in the feet, then the 
arms. Had a very severe headache and finally lost his 
voice, so that he could just whisper. In five or six 
days he had an almost complete spastic paralysis of the 
arms and legs with facial involvement. 

Case 3. Complained of pain in the right leg. Con- 
sidered it due to playing hard the day before. Had 
headache and felt drowsy. Next morning the right 
leg was paralyzed. The leg was very tender. 

Case 4. The first thing noted was a chilliness, then 
a pain in the leg, which was paralyzed. This case 
stayed home from school to avoid it. 

Case 5. Was very nervous, could not sleep, had a 
severe headache, could not hold head up, dizzy. Finally 
got to sleep and awakened with arm and leg involved 
in paralysis after the ninth day of illness. 

Case 6. Had a headache and was constipated. Sec- 
ond and third day had a little sore throat. Felt better 
and tried to go upstairs and noticed he could not 
stand on his tiptoe, seven days after the onset. He 
could not walk upstairs very well. 


Case 7. A fruit peddler, after a severe diarrhea of 
seven to ten days, noted that he had hard work to 
walk; his limbs pained and were stiff. He went to a 
doctor, who considered it a probable rheumatism. ~He 
went home and could not walk after that and rapidly 
developed a respiratory paralysis, causing death. 

Case 8. (From intelligent mother.) Child vomited, 
no fever, was listless, it was hard to get him out of 
bed. Had to arouse him for feeding; was very irrita- 
ble. The vomiting was persistent, nothing would agree 
with him. A physician was in constant attendance and 
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no fever ever noted. After three weeks of vomiting 
more or less paralysis of the right arm was noted. 


Case 9. The child went to the country with par- 
ents for a day’s visit. Vomiting and diarrhea followed 
the car ride, supposedly. Fever appeared and child 
became comatose. Four days later a facial paralysis 
was noted. 


Case ro, Child was on a boat trip. The mother 
noted when she got off the boat that she staggered. 
Vomiting, diarrhea and a high fever followed, with 
an extensive paralysis of one lower extremity. 


Clear mentality, headache, rigid neck, ten- 
derness, hypersensitiveness and peculiar gait go 
especially with poliomyelitis. Other symptoms 
of any infectious process may be present,—vom- 
iting, sore throat, diarrhea, perspiration. 

The onset of paralysis in 100 cases in this 
city, according to Dr. Armstrong’s data, was as 
follows : 


Same day..... 4cases 5th day after. .11 cases 


Ist day after..13 cases 6th day after.. 2 cases 
2d day after...25cases 7th day after.. 0 cases 
3rd day after..28 cases 8th day after.. 1 case 
4th day after..14 cases 9th day after.. 2 cases 


One case under my observation had been sick 
for three weeks before paralysis developed. 

Cases are not as a rule hospitalized before 
paralysis, so observations of pulse, temperature, 
respiration, blood and spinal fluid data are not 
available in our records. In over 180 cases in 
the hospital we have seen but one convulsion, 
and no coma. The highest temperature on en- 
trance was 107° F. In a series of twenty cases 
the average temperature on entrance was 100.9° 
F. The highest respiratory rate on entrance was 
40 in this series of twenty. The highest pulse 
rate was 160 with a temperature of 104.8° F. In 
the respiratory cases marked frequency of 
respiration is the rule, and before death may 
reach 80 to 100 in the medullary type. When 
the diaphragm and respiratory muscles are in- 
volved the respiratory rate is very slow and just 
a gasp takes its place. These patients may be 
kept alive for many hours by artificial respira- 
tion. 

The paralysis may develop suddenly or it may 
develop slowly, extending one, two or three days. 
In one instance I saw it spread over ten days and 
in two others over five or six days. In this class 
the paralysis spreads from one group to another 
until the maximum is reached. Sometimes the 
paralysis is so complete that the patient lies mo- 
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tionless. At other times but one muscle is 
involved. 

However complete the paralysis, it is quite 
characteristic of the disease that after a short 
time—three or four days to three weeks—the 
paralyzed muscles begin to recover. In some 
they do not. Any muscle of the body may be in- 
volved and the paralysis, as a rule, is of low 
motor neuron type. In encephalitis, meningeal 
and bulbar cases there may be spastic paralysis. 

In one case of a series of ninety the motor 
oculi nerve was involved. Ptosis was seen but 
once. The external rectus was involved in one 
instance. The face muscles were involved in five 
cases out of ninety. The facial is very easily 
overlooked unless you cause the child to cry or 
laugh. The palate was involved in one, and in 
one only have the pharyngeal muscles been 
paralyzed. Ten could not hold up the head; 
eight had some respiratory paralysis; eight 
had paretic abdominal muscles. One had paral- 
ysis of the triceps only; one had paralysis of the 
deltoid only. One had paralysis of both deltoids 
only. Five had paralysis of all extremities with 
the exception that on one hand the fingers and 
on one foot the toes might be moved. Four cases 
had paralysis of both limbs and one arm com- 
bined. One had a left facial and a paralyzed arm 
and leg on the right. The most common paral- 
ysis is that of the quadriceps extensor. The 
perineal, gluteal and gastrocnemius paralyses are 
common. In a series of fifty, fourteen had a 
one-legged paralysis, nine a two-legged paralysis. 
I have seen no paralysis of the adductor of the 
thumb. 

Paralysis of the arm is not exceptional. In a 
series of 50 cases the arms were involved in 12. 
Deformities developed early in some of these 
acute cases. . 

Rigidity of the neck is a common finding, as is 
tenderness on handling. Flexion of the spine is 
frequently painful. 

Leucocytosis is a very constant feature, one of 
the most constant as to laboratory findings. I 
have seen no leucopenia. The leucocytes aver- 
age 12,000 to 15,000 continuing often up to the 
fifth week. It is present with normal tempera- 
ture, pulse and respiration. The differential 
sometimes reveals four to six per cent. eosino- 
philia, but in most cases the differential shows 
only polymorphonuclear leucocytosis. The low- 
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est count is 6,500, the highest 34,000. The urine 
is usually negative. Throat cultures for Kleb- 
Loffler are uniformly negative. 

The spinal fluid is clear, the cell count of 
lymphocytes is increased; it averages 30 to 50 
per cubic millimeter. The lowest I have seen on 
entrance to hospital is 3 and the highest 104. 
It may reduce Fehling’s in about 50 per cent. of 
the cases. Increased pressure has been infre- 
quent. The Nonne and Ross Jones’ tests are 
positive in 60 per cent. of the cases. A coccus has 
been found in the fluid by Dr. Nuzum in eight 
out of nine cases. 

The tendon reflexes of the paralyzed muscles 
are gone. The reflex may be gone and yet the 
paralysis not be complete, merely paresis. The 
gait of acute cases is very hard to determine for 
the great majority with leg involvement are un- 
able to walk by the fifth week. 

The facies of a patient very sick with 
poliomyelitis is quite characteristic. Often there 
are grimaces or chorea-like movements. The lit- 
tle patient follows your movements with its eyes, 
not moving its head. The eyeballs are often 
sunken and the color is ashen. The patient may 
have closed eyes while you are examining, be in 
a drowsy condition, but arouses easily. With 
delicate electrical instruments there is said to be 
found a disturbed sensation. Chills, convulsions 
and herpes are not often seen after entrance to 
the wards. 

Abortive cases seldom reach the hospital. In 
epidemics many cases of meningitis with good 
recovery, influenza, gastrointestinal disturbance 
and cases of fever with no findings are probably 
poliomyelitis without frank’ paralysis. Some 
show a weakness if examined carefully. They 
probably comprise twenty-five to thirty per cent. 
of the cases. 

In addition toe the abortive and spinal type, 
anterior ascending paralysis (Landry’s), bulbar 
paralysis, acute encephalitis, ataxic meningitis 
are recognized types, as classified by Wickman. 

After the constitutional symptoms abate and 
the paralysis has reached its maximum, a period 
of calm comes which is tedious but which is often 
lightened by marked improvement. Some pa- 


tients that could not walk begin to do so, others 
begin to sit up, but a few do not change much. 
In this time some atrophy, some contracture, may 
be noted. A few may remain very tender and the 
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respiratory cases are very slow to breathe cor- 
rectly. The abdomen and chest seem to play 
“teeter-totter” with each other—the abdomen 
goes up and the chest goes down and vice versa, 
but the excursion of the abdomen is greater. 
The diaphragm alone carries on the respiration 
seemingly. Whether the paralyzed muscles ever 
completely recover I don’t know. 

Complications and Associations. Bowel dis- 
turbance has been frequent; diarrhea at some 
time occurred in 16 per cent. of the cases. Eight 
of this series passed macroscopic blood in their 
stools.‘ Weight disturbance is a feature; six of 
this series lost weight to a considerable degree. 
Marked distension of the abdomen was noted in 
five cases. One of my series developed spasmodic 
croup. Herpes is rare; I have seen it but twice 
in looking over 180 cases. Impetigo was seen in 
one case. Bronchitis was seen in two cases. 
Pneumonia (lobar) appeared in one case out of 
180. Contractions develop in two or three weeks 
in some instances and not in others. Retention 
of urine occurred in two cases out of 180. 

One young man after four weeks in bed 
with a deltoid paralysis could not walk because 
he had kept his knees flexed. This cleared up in 
a few days. I have seen no bed sores on back. 
One head decubitus was seen. 

Diphtheria germs were seen in one case out 
of 180. The gonococcus was found in three cases 
out of 180. Syphilis was present in two cases 
out of ninety. Scarlet fever was present in one 
case. Nasal discharges were seen in 3 cases, one 
with syphilitic snuffles. Gangrene of vulva was 
present in one case. Excessive perspiration and 
cold, paralyzed members were noted in 5 per 
cent. of the cases; otitis media in one case; 
abscess on chest wall in one case; dislocation of 
hip in one case. 

DIAGNOSIS. 


The sudden onset of paralysis or a weakening 
of the muscles of erratic distribution in a child 
in the late summer with symptoms of infection, 
is quite characteristic of the disease. This 
paralysis and the characteristic spinal fluid are 
two important diagnostic points of the paralytic 
stage. 

The preparalytic diagnosis’ is suggested by 
headache, stiff neck, hyperesthesia, irritability, 
drowsiness, clear mentality and ataxic gait. 
These together with fever, perspiration, vomit- 
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ing, constipation, diarrhea, difficult micturition 
and defecation, sore throat, convulsions and de- 
lirium sometimes, make a very strong suspicion, 
which lumbar puncture may confirm. Early lum- 
bar puncture should be resorted to, to diagnose 

before paralysis. 

In the late cases, sluggish circulation, cold ex- 
tremities, atrophy, lost reflexes, reaction of 
degeneration, and former history usually clear 
up the case. 

Certain difficulties have arisen in differentia- 
tion, but as a rule no other diagnosis fits a case 
of poliomyelitis. Parturition paralysis usually 
involves the deltoid, biceps, brachial and supin- 
ator longus, synergistic muscles which polio- 
myelitis may affect. Both are lower motor 
neuron types and the picture clinically is the 
same. The history of birth injury, of the pres- 
ence of the paralysis from birth and sensory dis- 
turbances which are rare, would speak for the 
birth trauma. Paralysis of some other groups 
of muscles and infection history, would indicate 
poliomyelitis. Hereditary ataxia may exhibit 
lost reflexes with no sensory changes and appear 
in children. The chronic course, several in a 
family, deformities of the feet, hyper-extended 
toes, would aid in the diagnosis.of the ataxia. 

The acute course of poliomyelitis with sudden 
paralysis afterwards improving or stationary dif- 
ferentiates it from cord affections with flaccid 
paralysis, atrophy, reaction of degeneration ; but 
the latter are progressive and chronic. They are 
usually symmetrical, may occur in families and 
atrophy often precedes the appearance of paral- 
ysis. The atrophy in these cases is the much 
more prominent symptom. Paralysis is the 
prominent feature of poliomyelitis with atrophy 
secondary. 

Acute diffuse myelitis presents bladder and 
rectal disturbance, bed sores and sensory altera- 
tion while atrophy and degeneration reactions 
are not features of prominence. Spinal menin- 
gitis does not present paralysis but stimulates 
the preparalytic stage of poliomyelitis of the 
meningitic type exactly. Lumbar puncture re- 
sults might differentiate them. Tumors of the 
cord and brain usually develop slowly. Sarcoma 
of the cord may bring on symptoms with amazing 
rapidity and with fever. Sensory changes and 
localizing symptoms would aid in differentiation. 
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Dr. Marshall of Michigan called attention to 
such a case. Choked disc, local spasms, vomit- 
ing, pulse irregularity, late coma, convulsions, 
and a progressive spastic paralysis, would favor 
tumor of the brain. 

Polyneuritis usually presents marked tender- 
ness over the nerve trunks and cutaneous sensory 
disturbances, but the polyneuritic type of polio- 
myelitis would simulate it exactly. The causal 
factors, the history of infection, the course and 
progress of the paralysis would help to clear it. 
Polyneuritis is toxic and usually symmetrical. 
Poliomyelitis is an infection and usually not 
symmetrical. 

The cerebral type of poliomyelitis could easily 
be mistaken for the cerebral palsies. The history 
of the case, the character of the paralysis, and 
the mental condition of the patient if the polio- 
myelitis came after infancy might be of aid. The 
infection phenomena are not a part of the 
palsies. The course of the two is different. 

Hysteria, especially in the adult, is always a 
consideration. It came up in one of our female 
adult cases. The entire clinical picture must be 
observed, globus, crying, laughing, limited vision 
fields, absent pharyngeal and corneal reflexes, 
psychical conditions and unmotived changes of 
nervous manifestations may permit a hysteria. I 
do not believe the hysteric can feign absent re- 
flexes and reaction of degeneration. An anes- 
thetic might clear a diagnosis if the paralyzed 
parts were moved during the second stage of 
anesthesia. 

Hoover’s test might be of value in a feigned 
paralysis. 

Bell’s palsy gives some trouble algo. It is not 
so frequent in children as in adults. It is not 
an infection, The spinal fluid would not pre- 
sent the changes of poliomyelitis. This type of 
paralysis simulates poliomyelitis exactly. 

Brain abscess may simulate poliomyelitis. The 
causal factors of an‘ otitis media, the onset and 
course of the case, the mental condition and the 
clinical picture as a whole do not fit in with 
poliomyelitis. The paralytic features of abscess 
ere seldom like poliomyelitis. 

Meningococcal, pneumococcic and influenzal 
meningitis are made positive on finding the 
germs in the spinal fluid. Tubercular menin- 
gitis may be very difficult to differentiate in cer- 
tain instances where tubercular meningitis starts 
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in suddenly and when the poliomyelitis is of the 
encephalitic and meningeal types. Tubercle 
bacilli may be found in the fluid by the Loeffler 
method. The cell count is usually higher in 
tubercular fluid. -Primary tubercular foci may 
be noted in the lungs or pleura. However, the 
focus may be glandular and obscured. Choroidal 
tubercles may be found. The courses of the two 
are usually different, the tubercular usually being 
longer. The paralysis of a low motor neuron 
type also would point to poliomyelitis, but the 
encephalitic type of poliomyelitis would present a 
spastic type. A Kernig might be present in 
either one or the other instance. The von 
Pirquet and complement fixation tests for tuber- 
culosis might be aids. The injection of a guinea 
pig with cerebrospinal fluid might clear up the 
diagnosis from the scientific standpoint, but for 
the case at hand it would be of no help. A case 
of poliomylelitis in a week’s time is usually better 
or worse. As far as the acute phase goes, such a 
history for tuberculosis is not common. 

Rickets and scurvy may cause a pseudo paral- 
ysis but examination of reflexes and positive 
findings of rickets or scurvy would clear them up. 

Diphtheritic paralysis may be puzzling. It 
may simulate poliomyelitis in all particulars. 
The history of the case, possibly positive cultures 
and the presence of palatal and eye paralyses 
should put one on his guard. These cases of 
diphtheria usually recover sooner than polio- 
myelitis. 

Typhoid fever may be simulated: before the 
onset of paralysis. One of our cases was sus- 
pected of typhoid in the preparalytic stage which 
lasted a week. The headache, drowsiness, fever, 
bowel disturbances and general aching led one 
to think of typhoid. The cardinal points of each 
disease separate them. 

Inflammatory rheumatism in children is fre- 
quently mistaken for poliomyelitis. Careful 
examination of the reflexes and joints would 
differentiate. 

Lues came up in several of our cases and was 
an accompaniment in two instances. Polio- 
myelitis does not give a positive Wassermann in 
the tests we have made. Lues is not so selective 
in its choice of anterior horns as poliomyelitis as 
a rule. The course and progress are usually not 
similar. Syphilis comes up for differentiation 
in the adult cases. 
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Trichinosis has been simulated in two cases. 
The blood count for eosinophilia and examina- 
tion of a piece of muscle and the spinal fluid for 
trichine clear up the cases. 

Influenza, tonsillitis, beri beri must also be 
considered. Congenital myatonia (Oppenheim’s 
disease) presents flaccidity and absent reflexes 
from birth. 

Hip joint disease, dislocation of the hip, 
arsenical poisoning or other affections which 
careful examination of reflexes and degeneration 
reactions will clear up. Joints with atrophy and 
disuse of the muscles, casts left on for long 
periods of time, may look like poliomyelitis, but 
the reflexes, etc., would clear them up. 

PROGNOSIS. 


The prognosis as to life must be guarded. You 
never can tell when a respiratory paralysis will 
carry your patient away. This paralysis of 
respiration may develop very suddenly when a 
ease has been progressing well. In two instances 
I have observed records of patient doing well or 
no change and death occur within a few hours. 
As a rule, you may say there is little danger to 
life provided the medulla oblongata is not in- 
volved, or the fourth cervical or its neighbors 
which supply the diaphragm. After the paral- 
ysis has existed six or seven days chances of 
death seem remote from poliomyelitis, but other 
things may claim your patient. Cases involving 
the glossopharyngeal, pneumogastric or heart 
centers must be prognosed very doubtfully. The 
average mortality of this series of ninety was 
between seven and eight per cent. Most of the 
deaths came between August 16 and August 31. 
In the last fifty cases there has been but one 
death. In some epidemics the mortality reaches 
twenty to thirty-three per cent. 

Regarding recovery, improvement is the rule, 
but it is hard to prophesy concerning this. A 
little one muscle paralysis may show little 
improvement and an extensive initial paralysis 
may diminish greatly. It is said that muscles 
that show no reaction of degeneration after four- 
teen days will recover. At the onset you cannot 
say how extensive the paralysis will be. Usually 
the paralysis comes quickly and does not spread 
after a day or two. In three instances I have 
seen it spread after six or seven days of paralysis, 
and in one instance after ten days of paralysis. 
Recovery may continue for some months and per- 
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haps years. You may see a patient with four 
extremities paralyzed and speech affected nearly 
well in eight weeks. Another patient much the 
same may show little improvement, or even suc- 
cumb with spread of the disease to the medulla. 
Bad omens are high fever, rapid pulse, restless- 
ness, convulsions, coma—which is rare—severe 
ileocolitis, disturbance of respiratory muscles 
and inability to swallow. 

Deaths in this series were as follows: 

1. Child entered with a temperature of 102° F, 
and paralysis of one extremity. After six days in the 
hospital respiration began to increase and death oc- 
curred from medullary involvement. 

2. A man entered the hospital at 8 p. m. after 
fifteen to sixteen days’ illness before paralysis. He 
had a bronchial irritation. Death occurred inside of 
ten hours from respiratory and cardiac paralysis. 

3. A child paralyzed in all extremities. Sick the 
fourth day; doing well at 3 p.m. At 9 p. m. respira- 
tion increased in frequency and death occurred the 
next morning from respiratory failure. 

4. Gangrenous vulvitis with ileocolitis caused death 
on the sixteenth day. 

5. Ileocolitis caused death after three week's illness. 

6. Man sick three weeks. Paralysis of six days’ 
Could not swallow; ptosis and irregular 
pupils; paralysis of both quadriceps; urinary inconti- 
nence. Death with extreme cyanosis and rapid respira- 
tion. 


7. Death with convulsions and temperature of 
110° F. ; 


PROPHYLAXIS. 

Notification of the board of health, isolation 
of the patient, quarantine of contacts and disin- 
fection are proper until we know more of the 
dissemination. The closing of supervised schools 
is doubtful. Funerals should be private. Chil- 
dren’s parties, movies, Sunday schools, public 
halls and assemblies should be avoided by chil- 
dren. Persons to be avoided are convalescents, 
abortive cases and healthy contacts who may be 
carriers. 

From experiments urotropin may have some 
value in prevention and I would be inclined to 
recommend it not only for its scientific value, but 
its psychic effect also. Anything but some mild 
oil would be irritative to the case in the long run. 
Hydrogen peroxide, 2 per cent, solution, kills 
the virus. 

In view of the doubt concerning intestinal in- 
fection, it would be prudent to be sure of pure 
milk, pure water and uncontaminated food. 
Penny slices of melon, partnership candy, dirty 
cones, impure ice and ice cream, unwashed fruit 
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and vegetables should be guarded against. Chil- 
dren-should be taught not to put foreign articles 
into the mouth. Sneezing and coughing might 
scatter the virus. The exchange of sputum is 
probably a great factor in most of children’s ills. 
Visitation of sick children by well ones should 
not be tolerated. To telephone is safer for both 
parties. Pets, domestic animals, dust, flies, 
mosquitos, secretion and discharges of bowels, 
kidneys, eyes, nose and throat must be managed 
according to well known scientific principles. 
Exposure to long, cold rides in autos, or exhaust- 
ing games may lower resistance. 

The production of an immunity like smallpox 
vaccination, or typhoid, or against rabies, would 
be very fine if we had it. The rarity of the dis- 
ease would make the procedure questionable, but 
the increase of epidemics may produce such a 
demand. 

When we know the manner of spread I expect 
these measures will seem ridiculous. At present 
we never think of isolation, of trichine, yet epi- 
demics may appear. 

Carriers, convalescents and abortive cases 
should receive prescriptions appropriate to get 
rid of the virus. Keeping paralyzed extremities 
or parts in proper position may avoid later con- 
tractions and deformities. In Chicago cases are 
isolated for five weeks. 


TREATMENT. 

Absolute rest and quiet, hygienic measures, 
antipyretis by drug or hydrotherapy, analgesic, 
dietetic, symptomatic and expectant treatment 
are similar to any other acute infection. Fre- 
quent change of position, woolen stockings and 
undershirts with arms are proper. Following 
the absence of tenderness and pain, light rub- 
bings and massages with warm baths are prob- 
ably of help. Our children apparently did better 
when, after pain and tenderness had gone, they 
were allowed to try to use the affected members. 
Absolute rest is supposed to lessen spinal irrita- 
tion. But to make a child under three years old 
rest, is a gigantic task which only splint or casts 
can accomplish, and even then they will try to 
move the cast, and in so doing, I imagine might 
put their spine or pelvis out of plumb. Observa- 
tian in this series leads me to believe that power 
1s obtained quicker, atrophy is less and con- 
valescence shorter in the victim that can be 
gotten up after two or three weeks. When once 


ILLINOIS MEDICAL JOURNAL 





May, 1917 


some motion returns psychic conditions are also 
much improved. A few children in the ward 
that are improving rapidly are a great help to 
the paralyzed. Imitation in children is highly 
developed. If all patients are kept in bed the 
little fellow remains quiet, but if a few are up he 
wishes to be up also. Electricity has not been 
tried in these cases. 

Hemorrhage, edema, exudation and anemia 
pathologically account for some of the symptoms 
which may be transient and yet threaten life if 
near the center of respiration. Posture may in- 
fluence edema and hemorrhage. The blood sup- 
ply of the anterior cord comes mostly from the 
vertebral, which in the spinal canal is a long, 
slender artery, the outer longitudinal. With 
cord edema and hemorrhage it would be reason- 
able to think that the prone position with the 
head lower than the buttock might be safer. In 
the brain and cord, elevation of the head would 
seem reasonable. In respiratory cases propping 
them up aids some of them. Theoretically exter- 
nal applications to the spine might influence 
circulatory disturbances. 

Exudation may be an indication for the iodides, 
but in my opinion not in the acute stage. 
Anemia of ganglion cells because pressed upon 
might be relieved by posture or by sending more 


blood to them. Increasing the blood pressure 
might accomplish this function. Dr. Meltzer’s 
recommendation of adrenalin intraspinously 


would be based on the idea of lessening hemor- 
rhage, edema and anemia, it seems to me. 
Adrenalin increases the blood pressure, is a pow- 
erful heart stimulant and acts locally on the 
meninges and cord. Its action soon diminishes 
and the injection must be repeated in a few hours. 
Possibly adrenalin may have some specific effect 
in addition to its other powers. I have observed 
its use in a few cases only. In one instance 
there was apparently some good result from it. 
In another the pulse jumped from 66 to 136 and 
the result in toto was negative. . Lumbar punc- 
ture may relieve increased pressure and thereby 
anemia. In no case have I seen marked evidence 
of an increased intracranial pressure, but it was 
marked in some of the New York cases. 
‘Measures to kill the virus are uncertain. 
Urotropin in the canal is in an alkaline medium 
and powerless. In children urotropin causes 


hematuria quite frequently. I saw it in three 
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instances this autumn. Methylene blue injected 
into the blood or by mouth does not reach the 
spinal fluid. In ten cases we gave methylene blue 
before lumbar puncture but did not find it in the 
spinal fluid. The spinal fluid seems to be sacred 
and I doubt if many remedies given by mouth or 
hypodermically reach it. Injection of antisep- 
tics intraspinously has been recommended, such 
as protargol. Inasmuch as the virus permeates 
the cord and brain it is difficult to see how a local 
antiseptic can do a great deal. 

Measures that would increase the opsonins, 
stimulate leucocytosis, locally or generally, in- 
crease bactericidal action and enhance agglutina- 
tion or neutralize toxines of the blood, if brought 
to the cerebro spinal system, would be on the 
side of assets. Nonspecific proteins may increase 
leucocytosis generally, locally. increase opsonin 
and increase bactericidal qualities. Under this 
heading comes serum from recovered patients. It 
has been shown that this serum contains anti- 
bodies often for many years. This serum is 
injected intraspinously and intramuscularly or 
intravenously. It is done daily. It was used in 
seven of my cases. Judged by controls it was 
difficult to see a specific action. Other foreign 
proteids, as antidiphtheritic serum, antidysen- 
teric serum and horse serum have been used. 
From observations of controls and lack of num- 
bers of cases I could not recommend them with 
supreme confidence, but I believe the immune 
serum or the foreign proteids come the nearest 
to a treatment that we have. 

In the respiration paralysis propping up on a 
pillow and adrenalin intraspinously may give a 
temporary respite. From observation, a case of 
Dr. Hoyne’s artificial respiration seems to work 
better than a pulmotor in conscious patients, and 
such cases of poliomyelitis usually are conscious. 

In the future we must diagnose poliomyelitis 
before paralysis and use measures to prevent it. 
Whether this will be a serum, an antitoxin or a 
chemical, I do not know, but it is sure to come. 
The alternative may be to prevent it as we do 
typhoid, rabies, smallpox and diphtheria. 

DISCUSSION 

In answer to Dr. Churchill, we have used the immune 
serum in nine cases. This serum was used on very sick 
cases only, and the rate of mortality was high. It was 
given intravenously in some and both intraspinously 
and intramuscularly in others. 

In regard to emetin hydrochloride, Dr Tenney’s re- 
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marks were most interesting to me. I have used it in 
two cases. The presence of blood in the stools of 
these cases led me to think of dysentery very strongly. 
This led to the use of antidysenteric serum, which, like 
any foreign proteids or possibly from some specific 
action, does produce a good result as far as high tem- 
perature, rapid pulse and respiration go. Paralysis is 
produced by the dysenteric germ in the instance of rab- 
bits, as Shiga records in his article on dysentery. This 
I am able to confirm and in five instances caused a 
rather typical flaccid paralysis in rabbits with the 
Shiga organism. 





INDICATIONS FOR DECOMPRESSION.* 


Witi1aM H. Perry, M. D. 
STERLING, ILLINOIS. 

The surgery of the nervous system has now 
become to a large extent the work of specialists 
and requires study, special training and special 
tools. There are, however, certain operations 
with which every practitioner should be familiar, 
and able to do in an emergency. In this paper 
I wish to call your attention to the indications 
for operative treatment of skull fractures and I 
will try to show when such treatment is neces- 
sary. To recognize the necessity and proper time 
for any surgical procedure is just as important 
as to be able to do it properly. 

Some type of decompression is employed in 
every operation of brain surgery. Puncture of 
the ventricles or spinal puncture are almost of 
equal importance. The exposure of the brain is 
not now considered more difficult or dangerous 
than laparotomy. While this paper will deal 
with the symptoms appearing after skull fracture 
and concussion, let me say in passing that almost 
the same set of indications appear in brain 
tumor, abscess, and meningeal hemorrhage. 

The number of skull fractures met with in our 
practice is certainly increasing. While this in- 
crease may be accounted for by the general in- 
crease in population, and the increased hazards 
of industrial life, I think a new element in our 
industrial and social life has been more prolific 
in accidents of all kinds and of skull fractures 
in the same ratio, than any other thing; I refer 
to the extensive use of the automobile. The 
cheaper they become, the more they are used. 
Every Monday of the vacation season and follow- 
ing other holidays the morning paper tells of the 
toll of lives taken and of the injuries sustained 
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the day before. As we are certain to meet with 
emergency more frequently than ever before, I 
feel that we should take advantage of some things 
learned in brain surgery in the past few years 
and possibly conserve the lives of some of these 
unfortunate victims. 

Kocher was one of the first to call attention 
to the significance of increased pressure within 
the skull following lesions of the brain. His 
classical paper on‘ the stages of brain compres- 
sion set forth a fundamental fact which he 
showed must be considered in establishing a ra- 
tional treatment for all pathologic conditions 
within the skull. He states that increased cere- 
bral tension from whatever cause is the great 
indication for decompression. Such being the 
case I wish to discuss the factors entering into 
the increased pressure and some of the untoward 
results of it. 

A brief review of the literature of skull frac- 
ture for the past ten years does not give prom- 
ise that past methods of treatment have been 
improving the mortality statistics. Ransohoff in 
1910 collected 190 cases treated in the previous 
ten years at the Cincinnati Hospital. Sixty-five 
per cent were fatal, 10 per cent or 19 were oper- 
ated upon with 7 recoveries. He is pessimistic 
regarding improvement in cases subjected to pal- 
liative treatment. Seventy-nine per cent. of fatal 
cases died inside of two days. Lumbar puncture 
was thought to be of value and decompression the 
best procedure. Besley in 1915 collected 1,000 
cases treated during the previous ten years 
at the Cook County Hospital. Mortality 53 per 
cent. He calls attention to the fact that seventy- 
three per cent of the fractures were associated 
with basal fracture, although only in 33 per cent 
of the cases was it recognized clinically. This 
is an important observation, because if no de- 
pression is palpated it may not be thought nec- 
essary to do an operation. But if 73 per cent 
of all fractures extend to the base where 
hemorrhage may complicate and raise pressure, 
it may explain why some blows on the head 
thought to be trivial are fatal. 

There is no record of the results of treatment, 
palliative or surgical, in this series of cases, but 
in a paper read several years ago by Dr. Besley 
a comparison of results showed a slightly lower 
mortality in these operated upon. In a personal 
communication he says that his experience is 
now “quite convincing, and that in the future he 
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will do more decompressive operations for symp- 
toms that indicate increasing intracranial pres- 
sure regardless of whether that pressure is due 
to hemorrhage or edema.” 

Cushing says that “subtemporal decompres- 
sion is often of great benefit, indeed actually life- 
saving in many cases of basal fracture.” 

Elsberg states that “patients with signs of 
fracture of the base as soon as signs of increased 
pressure appear should be subjected to a sub- 
temporal decompression.” 

Heurer, of Baltimore, states that “the present 
opinion is that decompression is indicated, even 
though the lesion be a fracture of the base or 
of the vault without depression of fragments, 
in cases in which acute pressure symptoms are 
increasing, as indicated by changes in the state 
of unconsciousness, rise of blood pressure, slow- 
ing of the pulse, changes in the respiration, and 
that this procedure offers greater hope of re- 
covery in his opinion than palliative measures.” 

Sharpe, of New York, states that “after a 
consideration of the literature upon the subject 
and as result of experience quite extensive, he 
is of the opinion that the operative treatment for 
selected cases of fracture of the skull showing 
signs of intracranial pressure, is far superior to 
the expectant treatment, and that the operation 
most suitable for these cases is the subtemporal 
decompression.” 

The brain is enclosed in the inelastic dural 
membrane. The falx cerebri is a downward 
extension of the dura enclosing the longitudinal 
sinus and forms a fairly strong partition between 
the hemispheres. The tentorium is a horizontal 
extension dividing the cerebrum from the cere- 
bellum. When a lesion occurs in one of the three 
compartments thus formed the expansion is more 
or less limited for a time to that particular com- 
partment and the symptoms produced are local- 
ized. In this way the cerebellum and medulla 
are protected from immediate pressure effects, 
due to lesions of the cerebrum, and as medullary 
pressure is the cause of the fatal symptoms ap- 
pearing in brain trauma, it seems that nature 
has wisely protected it in a way. Outside of 
the dura is the rigid bony skull. It does not 
yield to increased pressure, except’in childhood, 
hydrocephalus due to obstruction of outflow of 
cerebrospinal fluid will cause a separation of the 
sutures and an expansion of the brain cavity. 
Thus it follows in the adult that local areas of 
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increased pressure soon reach their limit of 
local expansion and the pressure then is trans- 
mitted equally in all directions according to the 
laws of hydro-dynamics. Unfortunately the 
structure of the skull does not give the desired 
complete protection to the important centers at 
the base of the skull. Recalling Besley’s observa- 
tion that 73 per cent of fractures reach the base, 
you will note that hemorrhage is liable to do 
direct damage to the most important part of 
the brain in about three-fourths of all such ac- 
cidents. This may be accounted for if you will 
hold a skull with cap removed up to the light 
and you will find the horizontal plates forming 
the bases of the three skull fossae to be not much 
thicker than heavy wrapping paper. The ef- 
fect of blows on the vertex or blows transmitted 
upward through the spine is to drive the con- 
dyles of the atlas into the weakest part of the 
protecting bones of the brain cavity. Fractures 
of the base and about the foramen magnum dam- 
age the most important vital centers of the 
medulla and in a great many cases cause death 
before any kind of relief can be given. 

Another factor to be considered in connec- 
tion with brain pressure is the cerebrospinal 
fluid. It is secreted by the choroid plexus in the 
third ventricle, passes into the two lateral ven- 
tricles or back into the fourth ventricle and 
thence through the foramen Majendie into the 
meninges and spinal canal. To a certain extent 
the brain and cord float in it. It is believed to 
re-enter the circulation by means of the pacchio- 
nian bodies and the cortical veins. Its amount 
is determined by many factors. Secretion and 
excretion may change its amount. Rising blood 
pressure, and lesions of the brain, especially 
traumatic, will increase it. When the amount 
does increase the lateral ventricles expand, the 
cortex is flattened out on the inside of the skull, 
causing anemia of the cortical cells. As a result 
signs of degeneration appear. Numerous small 
cortical hemorrhages have been found follow- 
ing concussion. Both factors are to be con- 
sidered as a possible cause of the post-traumatic 
neuroses found in some cases of head trauma. 
These consist of persistent headache, dizzy spells, 
changed personality, depression, excitement, and 
general nervous instability. 

The recognition of increased brain pressure is 
made by observing the state of consciousness, the 
pulse, respiration, eye and tendon reflexes, and 
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the use of the ophthalmoscope. The eye 
grounds exhibit the most reliable signs of cerebral 
tension. At first only a distension of the retinal 
veins, later a haziness of the disks, finally choked 
disks, with edema often obscuring the vessels. 

Kocher has attempted to give a logical ex- 
planation of the effects of brain compression 
and has divided them into four stages: 

At first the pressure, whether acute or chronic, 
expels the cerebrospinal fluid and as the brain 
tissue is incompressible like water, it compresses 
local blood vessels, thus reducing the amount of 
blood. The cerebral veins become dilated and 
a venous stasis results. This causes headache, 
drowsiness and possibly stupor. Retinal veins are 
much dilated. The first stage represents the in- 
dividual’s efforts to force sufficient blood into 
the brain to supply his needs. 

In the second stage the pressure is still rising. 
If a local lesion such as hemorrhage is present 
the pressure is confined to that particular com- 
partment. As already stated the falx cerebri 
and tentorium would protect the other com- 
partments from immediate pressure. Should the 
fracture occur in the lower or occipital fossae 
there is at once extreme medullary compression 
with serious disturbance of respiration and cir- 
culation. Finally local pressure becomes gen- 
eral all through the cranial cavity and anemia 
of the cortex and medulla follows. The effect 
on the medulla is to produce a slowing of the 
pulse to 60 or less, and at the same time stimu- 
lation of the cardio-vascular center raises the 
blood pressure still more. Headache becomes more 
severe, delirium or convulsions may supervene, 
marked cyanosis is seen, and the ophthalmoscope 
shows dilated veins and edema of the disk. This 
is the favorable time to interfere. As long as 
the blood pressure is rising and the pulse slow- 
ing it is proper to operate. After the turn 
comes with a falling blood pressure, increasing 
pulse rate, and Cheyne-Stokes respiration, it is 
usually too late to hope for successful results. 
The third stage represents the major signs of 
medullary compression. The increasing intracra- 
nail pressure produces extreme medullary anemia 
and were it not for the regulatory mechanism of 
the circulation, death would follow. Fortunately 
the absence of blood stimulates the vasomotor cen- 
ter and the blood pressure is raised still higher 
to overcome the lack of blood in that important 
region. So that a temporary anemia is fol- 
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lowed by an increased motor activity of the car- 
diovascular system. Clinically this “down” and 
“up wave” presents a striking picture. The 
down wave due to medullary anemia results in 
a slowing of the heart down to 50 at the same 
time pulse is full and bounding, the respiration 
becomes slower and slower until it ceases for a 
time. It has been found that the blood pres- 
sure also lowers somewhat, the stupor becomes 
deeper, the pupils dilate and the reflexes are 
abolished. Then the vasomotor center is stimu- 
lated into activity again, with rising blood pres- 
sure blood is forced into the medulla again, the 
heart rate increases, respiration increases and 
breathing becomes more frequent as the respira- 
tory center is supplied with blood. Double choked 
disks are seen and the veins of scalp and eyelids 
are engorged during this stage. 

The fourth stage represents the final extreme 
‘medullary compression. The vital center be- 
comes fatigued and after one of the down waves 
the respiration fails to resume. The heart con- 
tinues to beat rapidly and irregularly as a sep- 
arate organ, until the blood pressure falls to zero, 
when paralysis becomes complete, the pupils are 
dilated, muscular relaxation complete and death 
is inevitable. 

Subtemporal decompression is designed to 
avert the untoward results of intracranial ten- 
sion. Cushing’s technique is now given in the 
later text-books. The dura should always be 
opened. Right sided decompression should be 
employed usually, except in left-handed persons, 
in order to prevent a hernia of the motor area 
of the cortex. The opening in the bone should 
be of generous size. Blood clots can be washed 
out from under the temporal and frontal lobes, 
meningeal hemorrhage checked and gutta percha 
drains inserted into the base, if hemorrhage can- 
not be reached. If depression has cccurred at 
any other site, that site should be selected, the 
bone fragments raised, hemorrhage controlled 
and drainage inserted. 

Double decompression is used by Elsberg more 
frequently than single and with better results. 
Occipital decompression must be employed for 
subtentorial lesions as the pressure is not re- 
lieved by operations higher up. Puncture of the 
ventricles is routinely done to remove accumu- 
iation of cerebrospinal fluid. 

Conclusions: First, a lesion of the brain, 
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causing increased intracranial pressure, is the 
great indication for decompression. 

Second: It is our duty to employ this pro- 
cedure to relieve it, regardless of the cause. 
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FOCI OF INFECTION 
TEETH.* 


W. T. Crarx, B. S., M. D., 
FT. ATKINSON, WIS. 


ABOUT THE 


The teeth and gums placed as they are in a 
constantly and abundantly infected cavity are 
admirably situated as atria of infection. The 
flora of the mouth probably consists of some 
thirty or more organisms. Miller placed it as 
high as one hundred. This large number exist in 
symbiotic relationship, upon their host normally, 
without causing harm, but it is readily seen that 
any slight disturbance in their relations, one to 
the other, or with their host, may readily lead to 
diseased conditions and invasion of the sur- 
rounding tissues and the blood stream. 

The more important ones are the streptococ- 
cus, especially streptococcus viridans, staphy- 
lococci, pneumococci, Bacillus aerogenes capsula- 
tus and the ameba. Noguchi has also isolated a 
spirillum. Hertzell has found the Streptococcus 
viridans in practically all apical abscesses. 

Bearing in mind Rosenow’s work on the trans- 
mutation of the streptococcus and the results he 
has obtained in producing such lesions as 
arthritis, endocarditis, gastric ulcer, etc., empha- 
sizes the importance of the teeth with regard to 
systemic infection. 

There are two principal modes of entrance 
about the teeth. First, that around the gingival 
margin, and second, through the pulp chamber 
and root canal. 

The gingival margin entrance furnishes us 
first with gingivitis and second with pyorrhea. 
Gingivitis is an inflammatory condition of the 
gum around the tooth caused by the traumatism 
of food particles, and the resultant infection. 
This is the beginning of more severe trouble and 
is the stage which gives the warning signal for 
early care, by heeding which much more serious 
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trouble may be avoided, as there is yet no de- 
struction of tissue. There is first an abrasion of 
the mucous membrane which allows the entrance 
of infection. Black goes into the pathology of 
these conditions in which there is a deposit of 
calculus upon the teeth. He says that the deposit 
of salivary calculus causes marked destruction of 
all the surrounding tissues, including the bone; 
that these deposits are soft for the first fifteen 
to twenty-four hours and may be easily removed 
with a brush but soon become hard. The con- 
clusion as to prevention is easily drawn. If our 
school inspection was more generally in use, and 
the children taught the advantages of proper 
methods of care of the teeth they would take 
their knowledge back into the home with wonder- 
ful results in the field of preventive medicine. 
The dentist and physician should lose no oppor- 
tunity for instruction along these lines. The 
process is slow and the school age is the age of 
greatest tooth destruction. 

The causes and treatment of pyorrhea are 
much discussed at present. Many contend for 
the ameba and emetin treatment while others say 
that the ameba has no causal relationship and 
that emetin is of no value. Certainly much of 
the ameba-emetin literature was premature and 
the burden of proof still lies with the sponsors. 
However, it seems that emetin is of value along 
with proper scaling. I am convinced that it will 
not cure but that with persistent treatment it 
will hold the process of destruction in check in 
the mild cases. It is unreasonable to say “cured” 
in the face of the pathological changes which 
have taken place, i. e., destruction of peridental 
membrane and alveolar process. Those cases 
which have advanced well up the side of the 
tooth and in which pus pockets have developed I 
do not believe can be made safe short of extrac- 
tion of the tooth. A reasonable effort should be 
made to save these teeth. But again, our greatest 
field is prophylaxis. We cannot expect any form 
of treatment to reconstruct lost tissue. Lack of 
care, irregular teeth and poorly fitted crowns 
and bridge work are predisposing factors. 

Apical abscesses originate usually at the apices 
of dead teeth from infection of the root canal, 
which is not entirely filled, or from the putrefy- 
ing pulp which has not been entirely removed. 
The prophylaxis here lies with the dentist in 
using aseptic measures in the preparation of root 
canals and the development of a more perfect 
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method of properly filling them. It is needless 
to say that the dental profession is alive to the 
situation and a new era is being instituted in 
dentistry. These abscesses may also arise as a 
secondary infection by an _ obliterative en- 
darteritis or from systemic disease or arterio- 
sclerosis, phosphorous poisoning, etc. 

Hertzell has found ten out of twenty healthy 
and practically all dead teeth bearing Strepto- 
coccus viridans at the apices. 

Every dead tooth, whether filled, crowned or 
bridged, should be suspected of bearing an ab- 
scess unless otherwise proven by every test, in- 
cluding a radiograph. The slightest fraction of 
an inch of unfilled root canal is sufficient to ac- 
count for an abscess. This does not necessarily 
reflect on the dentist’s work as some roots are so 
tortuous, it would be impossible to fill them to 
the end. The practice of dentists who have con- 
scientiously tried to conserve teeth by filling, 
crowning and bridging, we find has given rise 
to troubles of more severe nature than the loss of 
the teeth conserved and means a different view- 
point will have to be maintained with regard to 
the teeth in question. The consensus of opinion 
at present being that every tooth bearing an ab- 
scess or granuloma should be subjected to imme- 
diate extraction or root resection if there are 
systemic symptoms. Both of these procedures 
are based on sound surgical principles. If not 
causing systemic symptoms, and the patient can 
afford treatment at the hands of a specialist, the 
tooth may be conserved, but if it is not possible to 
clear up the infection it should be subjected to 
radical treatment. In other words all foci of 
infection should be cleared up whether causing 
noticeable trouble-or not—and I say noticeable 
advisedly—because many times a patient is not 
up to par and is not conscious of the fact because 
he has been below par so long that he has become 
accustomed to it, but upon removal of a focus of 
infection he is relieved of some condition with 
which he had lived so long that he considered it 
normal, 

We all recognize the care required in entering 
a joint in other parts of the body and yet the 
pulp chamber and root canal of a dead tooth, 
situated in an infected cavity, has been entered 
with very little attention to asepsis: We must 
also bear in mind that a dead tooth is a foreign 
body, as by the destruction of the peridental 
membrane the normal relationship of tooth and 
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process has been disturbed. It is only by con- 
sideration of all these conditions that we are able 
to appreciate the great task that rests with the 
dental profession in dealing with dead teeth. To 
treat a dead tooth properly is a delicate and ex- 
acting piece of work which will require more 
time and will be much more expensive. Conse- 
quently, it is going to require an immense 
amount of education of the public to enable them 
to realize the importance of, as they consider it, 
“simply filling a tooth.” Here again we can be 
of aid in pointing out the importance of having 
the work done properly, if at all. 

The results of these conditions are what we as 
physicians are interested in and when we find 
such an array of diseases, some of which have 
been obscure in their etiology, not only traced to 
focal infection somewhere, but as has been done 
in many instances, traced directly to the teeth 
and cure obtained by proper treatment, it be- 
hooves us to make a practice of a thorough rou- 
tine examination, including an x-ray of the tooth, 
and much closer association with the dental pro- 
fession becomes imperative. 

The role of the teeth in rheumatism has been 
definitely proven. The chronic arthritides also 
have been traced to the teeth and been cured by 
removal of the foci of infection. Tonsils have 
been found to harbor the ameba and clean up 
when a co-existing pyorrhea was relieved. Sec- 
ondary anemia, appendicitis, colitis, cholecystitis, 
gastric and duodenal ulcers, iritis, sinusitis, ana 
nephritis have all been proven to be due to focal 
infection. Some skin diseases such as erythema 
nodosum, herpes zoster, etc., come under this 
heading and recently Rosenow has reported some 
very interesting results on “Elective Localization 
of Bacteria in Diseases of the Nervous System.” 
Among the diseases included. are transverse 
myelitis, multiple sclerosis and multiple neuritis, 
neuraligia and sporadic anterior poliomyelitis. 

Craig, I think, reported twenty cases of mel- 
ancholia which showed no improvement until a 
co-existing pyorrhea was cleared up. I am at 
present observing a melancholia which had a very 
severe pyorrhea and badly infected tonsils. Rheu- 
matism and pneumonia are among those diseases 
which have a tendency to recur. Hertzell reports 
a case of pneumonia coincident with the re- 
moval of the bicuspid yielding the Diplocoecus 
pneumoniae in large numbers. This surely sug- 
gests that we should at least try to discover a 
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focus of infection in those who have had one or 
more attacks of pneumonia, realizing that the 
infection may be constantly carried, requiring 
only a lowered resistance to cause a transmuta- 
tion or increased virulence in the culture already 
at hand. 

The importance of the. radiograph may best be 
realized when we consider that a tooth does not 
need to be giving pain or even be sensitive to 
pressure to give rise to systemic absorption and 
it is only by means of the x-ray, in addition to 
the usual diagnostic methods, that such abscesses 
may be diagnosed. 

The x-ray is not infallible and too much has 
been expected of it, but it is absolutely indis- 
pensable. Some seem to forget that the radio- 
graph must necessarily depend on some altera- 
tion in the density of the bone, thereby giving 
a difference in the shadow cast, that is, some 
decalcification must have taken place in order to 
show a change. Sometimes it does not show an 
abscess or granuloma where one is present and 
it may show an area of rarefaction where no 
infection exists. In our enthusiasm to locate the 
focus of infection, we must not forget that the 
mouth, as the seat of disease, may not be the 
cause, but the result of general conditions such as 
syphilis, diabetes, ete. Such possibilities serve 
to emphasize the great interdependence of the 
dentist and physician. 

In view of the unsettled opinion as to the value 
of vaccines.and our present lack of knowledge 
as to what element of the vaccine is of value, if 
at all, in the light of Rosenow’s work upon the 
transmutation of bacteria when removed from 
the original host and placed upon artificial cul- 
ture media or upon another host, and bearing 
in mind that upon the removal of the focus of 
infection, there is a reaction in the secondary foci 
of infection, I venture to suggest that in so far 
as possible we use the vaccine in the original site. 
In this way, it would seem reasonable to sup- 
pose that we would get the utmost liability of 
clearing up secondary foci which might be un- 
discoverable or inaccessible to elimination. In 
illustration of this point, I wish to report the 
following case, with the full realization that “one 
swallow does not make a summer” and that it is 
often fallacious to reason from premises based 
on a single case. 


Mrs. B., aged 56 years, came to me complaining of 
pains in the chest. 


They were neuralgic in character, 
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covering the whole thorax, with a tender spot in the 
dorsal spine. Chest findings were negative. Upon ex- 
amination I found eight lower teeth remaining badly 
affected with pyorrhea, all of which were beyond hope 
of preserving. She had pain and tenderness over the 
gall bladder and appendix and considerable digestive 
disturbance. These conditions were all of from six 
to fourteen years’ standing. I advised the extraction 
of two teeth at a time at intervals of about two weeks, 
and she did as directed, but lengthened the periods 
between extractions to three to six weeks. After the 
extraction of each pair of teeth, she experienced a 
decided aggravation of all symptoms related to the 
spine, thorax, gall bladder, and appendix. After hav- 
‘ing the last two teeth extracted she was in bed for 
several days. Since that time her symptoms have 
cleared up entirely and her general health is much 
improved. 


White says that all foci should not be eradi- 
cated at once for two reasons, first that cultures 
may still be obtained for making vaccines if there 
has been a failure to get a culture at the first 
attempt, and second in order not to overwhelm a 
patient unablg to bear the severe reaction due to 
the elimination of all foci at once. I would give 
as an additional reason the hope that it may 
arouse sufficient reaction to clear up secondary 
foci of infection. This is offered as a suggestion 
to be proven or disproven by more complete ob- 
servation. 





ON THE CLINICAL ASPECT OF CARDIAC 
INCOMPETENCE.* 


Grorce Ricuter, M. D., 


Professor of Medicine, National University; Visiting Physician, 
ity Hospital. 


ST. LOUIS, MO. 

An insufficiency of the heart’s action will occur 
in the moribund. It is the cause of death in pos- 
sibly one-half of all the cases. - Incompetence of 
the heart appears in the large majority of cases 
of protracted illness, in acute and chronic in- 
fectious diseases, but also in those afflictions 
which we may combine under the name of wast- 
ing, constitutional, degenerative diseases, 
anemias and cachexias. In all such, howeyer, 
other symptoms arouse our attention much more 
than the condition of the heart. 

What I wish to describe and analyze is that 
stage in which an unsatisfactory function of the 
heart appears to be of pre-eminent importance, 
in which clinical observation makes us assume 
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that reestablishment of efficient function would 
save the patient. 

Heart failure may be recognized by the gen- 
eral appearance of the patient: we can dif- 
ferentiate it from other, similar disturbances even 
on a superficial survey of the case. The face is 
usually pale with a yellowish tinge; lips tongue 
and finger tips are cyanosed. Slight edema 
below the lower eyelids, also about dependent 
parts of the body. Breathing is uneasy, often 
irregular, yet not so labored as in bronchial 
asthma; there is no prolonged expiration, no 
stridor, no wheezing. Dyspnea becomes more 
marked on exertion, particularly at attempts to 
hold a conversation. The cough, though usually 
moderate, is exhausting, expectoration often 
frothy and may show strings of blood, or appear 
thick, muddy, rusty from an admixture of 
blood. The expression of the face is character- 
istic, a distress, an anxiety quite different from 
that in bronchial asthma. The skin may be 
covered with a cold perspiration. The patient 
is restless but feels that every movement ag- 
gravates his condition. Carotids pulsate visibly, 
jugular pulsation is much in evidence and of 
special interest to us. The veins on the arms 
are prominent. A sitting posture is sought, with 
the body bending forward. He may complain of 
pains in the region of the heart, in the left 
shoulder and arm (mistaken for rheumatism), 
in the epigastric region with a desire to belch, 
or also in the region of the liver, which together 
with a slight jaundice has been diagnosed as 
cholecystitis. A herpetic eruption on the inner 
aspect of the arm is rare but typical. Gastric 
troubles are occasionally due to injudicious medi- 
cation. Palpitations are not always complained 
of. The symptoms due to angina pectoris and 
to heartblock complicate matters still further, 
but cannot be dwelled upon at present. Cardiac 
asthma occurs in the form of attacks of rapid 
breathing, lasting a few minutes and repeating 
after short intervals, while in angina pectoris 
respiratory excursions are small, and in heart 
block the Cheyne-Stokes type of breathing more 
frequent. 

The sufferer is apt to be very irritable, even 
irrational, particularly on awakening from a 
much disturbed sleep. 

The edema mentioned before is usually local, 
found at the dependent parts, in the bedbound 
about thighs, buttocks, lumbar region. It is due, 








of course, to venous stasis, as also an occasional 
ascites, when the liver is engorged. The edema 
may vary on successive days and disappear from 
the subcutaneous tissue to persist in the muscle 
substance, imparting to the same a peculiar firm- 
ness against the flabbiness of other limbs. 

The Cheyne-Stokes type of breathing does not 
mean an absolutely grave condition, but it is an- 
noying to the patient. It occurs when he would 
fall asleep and awakens him to full consciousness. 

The pulse is often bounding, soft, or hard or 
thready, not always irregular in force and 
rhythm. 

On percussion we discover dullness at the right 
_ side of the sternum corresponding to a dilatation 
of the right auricle, proven by pulsating jugulars. 
Dilatation of the right ventricle produces epigas- 
tric pulsation of a more diffuse character than 
that due to a pulsating abdominal aorta in 
neurasthenia. It may simulate a pulsating liver. 
Dilatation and hypertrophy of the left ventricle 
displace the apex beat towards the axilla. 

On auscultation we may find a variety of mur- 
murs which are not always referable to valvular 
disease. Great dilatation and weakness of the 
muscle ring around mitral and tricuspid valves 
prevent exact closure resulting in a leakage, and 
thus a diagnosis by auscultation becomes diffi- 
cult. 

One or both of the lower lobes of the lungs will 
exhibit some dullness due to congestion with 
rales, becoming universal in pulmonary edema. 

The liver is frequently enlarged and tender 
on palpation. 

Urine is scanty, high colored, rich in uratic 
(“brick dust”) sediment, of high specific grav- 
ity with more or less albumin and usually few 
casts, except in a complicating active nephritis. 
There is always urobilin present (not often bile 
pigments) and diminution of chlorides. 

In the scanty sputum we discover the char- 
acteristic heart disease cells, but rarely pus cells. 
Microscopic examination of the blood reveals 
little of interest, while the chemical contents 
may be much altered in proportion. This ex- 


amination, however, is not within the scope of 
the general practitioner. 
All these symptoms vary, of course, in intensity 
and are not combined in every case. 
The one chief cause of all of this is exhaus- 
tion of the heart muscle. 
1 
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The exhaustion may be due to overwork. In- 
creased work of the heart from increased resist- 
ance in the periphery, f. i. in arteriosclerosis, in 
very long continued muscular over-exertion, in 
gross valvular defects or stenosis. They lead to 
dilatation and hypertrophy, which at first com- 
pensate the fault. During the period of com- 
pensation a person may have marked valvular 
alterations with concomitant changes in the pulse 
and loud murmurs, yet enjoy health and be able 
to perform all the work ordinarily imposed upon 
him. During such a compensation there is no 
call for any other but hygienic measures and 
all medication’ is distinctly harmful. 

‘Though the well compensated hypertrophied 
and dilated heart may still possess considerable 
reserve power for occasional increased tasks, 
there is without any doubt a limit to it; great 
additional labor will induce a breakdown, initiate 
an incompetence. 

Myocarditis is by far the most frequent ‘cause 
of heart failure. An infection which sets up an 
endocarditis with valvular disease will practically 
always also attack the myocardium, the heart 
muscle. 

A myocarditis without endocarditis is apt to 
follow diphtheria, typhoid, pneumonia and very 
frequently influenza. Sudden death from this 
cause is not rare after diphtheria. Syphilitic 
myocarditis with its slow and insidious progress 
may remain occult for a long time. 

Myocardial degenerative processes are usually 
focal. Plasma-cell exudates are converted into 
strands of connective tissue, displacing and 
weakening muscle fibers, interfering with proper 
contractions. 

Also adipose tissue in the obese may crowd 
the contractile substance. 

Now let us see, how an incompetence may pro- 
ceed in developing such symptoms as just enum- 
erated. It will help in understanding the situa- 
tion and give us ideas as to rational treatment. 

Take a case of aortic regurgitation from ex- 
tensive valvular destruction. The left ventricle 
propels the blood into the aorta with each 
systole. Diastole sets in. The aortic valves 
don’t close properly, some blood rushes back into 
the left ventricle. Simultaneously the contents 
of the left auricle are forced into the left ven- 
tricle, which receives more blood than normal, 
dilates and, in order to expel this increased 
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content hypertrophies. The left auricle in its 
effort to empty itself into a partially filled ven- 
tricle meets increased resistance. It dilates and 
hypertrophies, but not to a great extent, not 
enough to perform the increased task com- 
pletely. Therefore, back-pressure blood begins to 
dilate the capillaries of the lungs. The systole of 
the right ventricle throwing blood into the lung 
circulation meets an increased resistance from 
the blood damming up there. The right ventricle 
dilates and hypertrophies. This affects the right 
auricle which finds increased difficulty in 
emptying itself into the right ventricle. The 
right auricle bulges and now the blood from the 
cava veins encounters a positive. instead of a 
negative pressure. The venous flow is impeded. 
The blood is forced back into the jugulars, it 
fills the liver, the abdominal organs, the kidneys, 
ete. The surface veins swell up. Capillary cir- 
culation is sluggish, re-acting back upon the 
arteries and thus increasing blood pressure in 
spite of a weak heart. 

Exactly the same history may be given for 
the other valvular defects. Those of the left 
heart must necessarily affect first the lungs 
while those of the right heart must show their 
primary influence upon peripheral venous stasis. 

In myocarditis we may expect a combina- 
tion picture with a preponderance of a more 
manifest weakness of the right heart with its 
thinner walls. 

But this does not take place simultaneously 
everywhere nor in the same sequence. It is well 
known how the blood supply to the various organs 
changes according to temporary functional re- 
quirements. The vascular apparatus of the lungs 
is regulated rather by the energy of the right 
ventricle than by vasomotor influences. The 
supply to the brain varies very little. The two 
principal reservoirs of the blood which have a 
function to compensate each other are the ves- 
sels of the body surface, regulating body tem- 
perature, and those of the abdominal viscera, 
large enough to eventually hold the entire blood 
content of the organism. Either territory is 
regulated by the autonomous nervous system, 
the vagus and the sympathetic, independently of 
the heart itself. The heart propels certain fixed 
amounts. These are distributed unequally to 
the various organs, conforming with their tem- 
porary needs. Hypertrophy of the left ventricle 
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associated with certain diseases of the kidneys 
indicates a special co-ordination between the two 
organs. The condition of the walls of the ves- 
sels merits attention. When organic functions 
have become impaired the blood itself is altered. 
It damages the endothelial lining of the vessels, 
renders it more permeable to serum—edema. 
And this again may be local or universal, while 
the now altered condition of the tissues in gen- 
eral, of the kidneys especially, accounts for 
albuminuria, retention of chlorides, urea, 
creatinin and other products of metabolism, 
causing more damage. 

We may now attempt an explanation of the 
various symptoms in detail. 

Dyspnea is the first symptom, manifest on 
exertion like climbing stairs, prolonged conver- 
sation inducing an increased pulse rate. How 
is this to be explained? The needs of the 
organism call for the oxygenation of a certain 
amount of blood within a unit of time. The 
weaker heart throws less blood into the lungs, 
less is oxygenated. Absence of oxygen stimu- 
lates the respiratory center, forcing an inhalation 
earlier than before. Air hunger—dyspnea. 
Deep inspirations are prevented by rigidity of the 
congested lungs, the crowding by a dilated heart 
or also by an enlarged liver. The faster heart ac- 
tion tends to compensate for this. 

These facts furnish an excellent test for the 
heart function, by noting the exact time in sec- 
onds during which a person can hold the breath, 
which should be at least thirty seconds. With 
an incompetent heart this time is very mate- 
rially shortened, and again increased on con- 
valescence. In estimating the heart’s condition 
by the pulse rate, psychic- factors must be con- 
sidered and estimated. 

Venous pressure is estimated by observing the 
veins on the back of the hand. On elevating 
the latter to the height of the heart, or a trifle 
above it, these veins should collapse. If not, 
then there must be an increased pressure at the 
right heart. 

Another important method of testing the 
force of the left ventricle, is acquired only by 
some practice. It consists in palpating the apex 
beat and determining the force necessary to sup- 
press its propulsion. Even a very pronounced 
apex beat is compatible with a weak heart, when 
intercostal spaces are wide, thin and muscles 
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weak. Blood pressure is no reliable indicator for 
the heart’s power. Pressure may be very high 
when an incregsed peripheral resistance (in 
edema) or contracted arteries oppose the blood 
current. 

The congestion of the lungs may be the result 
’ of a very slow process. There is an increase 
of interstitial connective tissue. Capillaries 
bulge out into the lumen of the alveoles. Red 
corpuscles and some _ leucocytes emigrate 
(diapedesis). The erythrocytes are taken up by 
desquamating alveolar cells and leucocytes; 
phagocytosis, digestion of the reds is begun, 
hemoglobin is broken down and partially con- 
verted into hemosiderin, visible as brownish-yel- 
low enclosures of irregular size and shape with- 
in the cells, without previous staining: the 
“heart disease cells.” It is quite interesting to 
look for such cells to differentiate between an 
ordinary bronchitis or asthma, and the above 
described condition; “brown induration of the 
lungs.” In the latter case expectorants are of 
little avail: the heart must be treated. As to 
pulmonary edema I must refer you to the text 
books. 

In another series of cases the lungs suffer lit- 
tle, as in primary disease of the right heart, ex- 
cepting through a diminished supply of blood. 
Dilatation of the right ventricle prevents prompt 
closure of the tricuspid, blood walls up in the 
jugulars, in the veins of the body. The liver 
becomes engorged, swells, tears on the peritioneal 
capsule, causing pain; bile capillaries are oc- 
cluded, bile is absorbed, a slight icterus appears. 
Portal circulation suffers; ascites is noted. All 
the vessels of the mesentery are over-filled. Ab- 
sorption is diminished. As a sign of parenchy- 
matous liver trouble urobilin (not bile pigments) 
shows in the urine. But the visceral symptoms 
are not only the result of mechanical processes, 
they are much aggravated by vasomotor phe- 
nomena. These vasomotor signs I believe to be 
due partly to an overcompensation, partly to an 
exhaustion of regulating functions. When the 
venous system is engorged, arterioles of the skin 
(and elsewhere) contract, to keep up the required 
pressure for the blood to circulate at all. The 
sluggish circulation in all the viscera affects also 
the suprarenal glands, less adrenalin is offered 
to the system. Normally adrenalin constricts 
the vessels of the viscera; here it fails. 
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Congestion of the liver from an incompetent 
heart is probably more frequent in those whose 
liver furnishes a place of diminished resistance, 
in those who have had severer infections, or who 
have been living high, indulging in excess of 
food, alcohol, or who have had a lack of exer- 
cise. Hemorrhoids occur very often. 

Another class again is that of the cardio- 
nephritics. Hypertrophy of the left ventricle, 
general edema, marked albuminuria with all kinds 
of casts, eventually with uremic symptoms. It 
is not at all easy to state whether the trouble 
was primarily cardiac, or primarily nephritic. 
We may often assume that the same infection 
which attacked the heart, also infected the kid- 
neys. In these cases cerebral symptoms may be 
found, due to a localized edema of the brain, or 
focal arteriosclerosis, with pathologic reflexes 
(perhaps only on one side) ; Babinski, Chaddock, 
missing patellars and Achilles, unequal pupils, 
etc. 

An incompetent heart favors formations of 
thrombi with subsequent embolism, as infarct of 
the lungs. Angina pectoris, heart block may be 
added to the general picture. They simulate 
pneumonia, pleurisy, asthma, cholecystitis, gas- 
tric crises and a number of similar conditions. A 
careful analysis of the symptoms should guard 
us against such harmful errors. 

The prognosis is in many cases much more 
favorable than is generally assumed. It depends 
less upon the condition of the valves than upon 
that of the myocardium. And myocarditis is by 
no means always a hopeless condition. Of 
course, he who would fill the patient indiscrimi- 
nately with digitalis will have poor results. 
Properly administered it may prevent an in- 
competence, but in heart failure it is apt to 
prove a failure. 

To treat an incompetence we will have to con- 
sider the condition of the heart and the com- 
plications, which we may expect to improve ma- 
terially together with an improvement of the 
heart’s actions. 

Where the substance of the heart is not mate- 
rially impaired, where it is simply exhausted 
from overwork, like a tired skeletal muscle, 
remedial measures which strengthen the heart are 
indicated. 


A tired organ needs rest. Comparative rest 
for the heart is sought by relieving it as much 
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as possible from unnecessary work. The latter 
may have been imposed upon it by consuming 
too much liquids, by irregular contractions and 
by too high a blood pressure, often due to in- 
creased peripheral resistance (in general edema), 
unnecessary work may also be caused by con- 
tracted arterioles, by roughened surface of the 
arterial wall, by increased viscosity of the blood, 
by circulating toxins (nicotin), by the rather 
mysterious relations to the kidneys, and of 
course also by irreparable valvular disease. 
Finally also, and this is important, by mental 
excitement, by worry and cares, in those of an 
excitable, “nervous” disposition. 

Besides rest a tired organ needs proper food 
to supply what had been wasted. Such food can 
be furnished only by proper circulation of blood 
in the walls of the heart, through the coronary 
vessels. 

Where the heart is not only overworked but 
has suffered damage from inflammatory proc- 
esses in myocarditis with degeneration and loss 
of contractile fibers (or also interference with 
conduction of stimulus) we must hope for the 
formation of new fibers to make the loss good. 
Experience gained in hypertrophy renders such 
a possibility plausible. 

How can we meet these indications? Only a 
general sketch-can be given. Where symptoms 
are so much interwoven, no detailed advice is 
possible. 

Rest is by far the most important. Any- 
thing increasing the heart-rate is detrimental, 
therefore all worry is very harmful, and its 
opposite, cheerfulness, a great aid in treatment. 
Absolute bodily and mental rest, aided by 
bromides, enforced by opiates! 

With convalescence carefully graded exercise 
will re-establish more energetic functions. 

Irregular contractions call for digitalis and 
similar drugs. Digitalis is most helpful in dis- 
turbance due to the vagus. But only too often 
does it fail to give the expected result. It will 
disappoint in gastric disorders and in engorge- 
ment of the liver. Too slow an absorption, too 
long a stay in the sluggish portal circulation and 
within the liver prevent it from reaching tle 
heart unchanged. 

Here rectal medication should be tried. Tine- 
ture of digitalis, Digalen, or tinct. of 
strophanthus injected into the rectum above the 
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external sphincter reaches the lower hemorrhoidal 
plexus, thence the cava inferior and the heart 
on the shortest route. Injection higher up 
would let it enter the upper hemorrhoidal plexus 
that empties into the portal vein. 

The hypodermatic route is too painful. 
Intramuscular injections are less objectionable. 

Most wonderful, almost instantaneous results 
are achieved in appropriate cases by intravenous 
injection of strophanthin. The effect lasts forty- 
eight hours, after which the dose may be re- 
peated. 

But where an extensive myocarditis has 
weakened the heart muscle, it must not be 
whipped up by such remedies, which then fail. 
Relief can be obtained here by rest, proper food 
and untiring patience. 

The only food for the heart is glycogen, form- 
ing from carbohydrates, from sugar. It should 
be furnished in abundant, digestible amounts. 

Fluids must be restricted. Every drop 
absorbed is propelled by the heart. On such re- 
striction the “Karell Diet” is based, with which 
the patient receives only one-half pint of rich 
milk four times a day and absolutely nothing 
else. It is particularly useful in general edema. 
On the third day of this rather cruel starvation 
diet an abundant diuresis usually sets in spon- 
taneously. It is a practically salt-free diet and 
to be recommended. 

A general edema is also promptly relieved by 
intense sweating, thus reducing peripheral re- 
sistance and relieving the heart of that much of 
a load. Pilocarpin should be used with great 
caution. Dilatation of the vessels of the skin 
dilates those of the kidneys and favors diuresis. 
Chilling the skin is therefore dangerous. 

Purges are apt to weaken the patient. With 
this form of elimination not only much of the 
food eaten, but also much of the patient’s 
strength, is carried off. 

Diuretics also disappoint frequently. At times 
they set up a gastritis. In persistent edema of 
legs (or universal) relief is obtained by drain- 
age with Southey (Curschmann) trocars, or 
multiple incisions of the skin, aseptically of 
course; as much as one or two gallons may flow 
out in 24 hours. 


The universally praised calomel is a kidney 
poison and must be avoided in nephritis. 
To regulate the vasomotor apparatus in a cer- 








tain direction, namely, as far as the sympathetic 
proper is concerned, we have at our disposal an 
ideal drug, adrenalin. It constricts the visceral 
vessels, lifts the sunken blood into circulation, 
dilates the coronaries and insures a proper nutri- 
tion of the heart; fifteen minims (1:1000) may 
be injected every hour if.necessary. Here its 
effect on blood pressure does no harm. 

The most alarming symptoms, if associated 
with hypertension and cyanosis, are promptly 
relieved by venesection, drawing 8 to 16 ounces 
of blood. One must have witnessed it to appre- 
ciate its miraculous effect. 

In other cases a hypodermic of neutral camphor 
in oil, 3 grains, often repeated, has been life- 
saving. Strychnia is helpful, but not very 
reliable. 

By all such measures a hypertension is usually 
relieved. But a high tension may be necessary 
to maintain kidney function. As a general rule 
very low blood pressures give a bad prognosis. 

Metropolitan Building. 





HOME TALENT.* 


George K. Witson, M. D., 
STREATOR, ILL. 


At a meeting of the La Salle County Medical 
Society several years ago at which the attendance 
was excellent, a member arose and said that he 
desired to express his appreciation of the excel- 
lent program and attendance and that he also 
desired to say that one of the things that made 
for an interesting meeting was the reading of 
papers by men from outside the county; that he 
bad observed that the members would not attend 
to hear a paper by one of their own number. 

To conform to this idea of an interesting 
paper, I bring a little from the world’s first es- 
sayist of whom it has been said “He was one of 
the profoundest thinkers, one of the keenest ob- 
servers and one of the most learned men the 
world has ever produced.” 

He said, “Studies themselves do give forth 
directions too much at large except they be 
bounded in by experience. They teach not their 
own use, but there is a wisdom without them and 
above them won by observation.” 

Of medical studies nothing could be truer. We 
may study and study, but if we do not practice 
and gain experience by observation the studies 
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are largely without value because of their gen- 
eralities. 

Doctors of medicine begin practice with the 
same knowledge, that is, they begin with all they 
could glean from a prescribed course of four 
years of studies. The paths diverge. At the end 
of.one year or of ten years, the members of a 
class that were together for four years with the 
same studies, developing the same ideas and 
learning the same facts, present no two members 
with the same experiences or the same observa- 
tions. 

It increases the knowledge of anyone to meet 
any other and exchange experiences and observa- 
tions. In fact this is the way medical knowledge 
is accumulated. Experience and observation 
added to the studies increase the store. 

The experiences and observations of a La 
Salle County man or of a Streator man should 
be as interesting as those of any other county 
man, and should not be held in contempt by 
Streator or La Salle county as manifested by lack 
of attendance at a society meeting. 

To hold in contempt the words of a con- 
temporary is perhaps as old as the beginning of 
thought. It is not new and today we may be 
losing as much in La Salle county and in 
Streator by maintaining this attitude as did the 
contemporaries of a thousand and one immortal 
men we might name beginning with Noah and 
coming on down through the centuries. 

Leaving the advantage to be gained by the 
general profession by listening to the experiences 
and observations of all members, let us turn to 
that which is to be gained by the individual in 
the telling of his experiences to others. 

Again we go to our friend, Lord Bacon: 

Whosoever hath his mind fraught with many 
thoughts, his wits and understanding do clarify and 
break up in the communicating and discoursing with 
another; he tosseth his thoughts more easily, he mar- 
shalleth them more orderly, he seeth how they look 
when they are turned into words; finally, he waxeth 
wiser than himself, and that more by an hour’s dis- 
course than by a day’s meditation. 

Neither is apening the understanding restrained only 
to such friends as are able to give a man counsel; they 
indeed are best, but even without that, a man learneth 
of himself and bringeth his own thoughts to light. In 
a word, a man were better relate himself to a statue 
than to suffice his thoughts to pass in smother. 

It has been well said by a member of this club 
that the man who gains the most by the presenta- 
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tion of a paper is the writer himself. It makes 
him think, it makes him observe and if this club 
should become a real, live, successful club, 
Streator would have a better class of practitioners 
and each one of us would have more interesting, 
agreeable and valuable contemporaries. 

And so we might continue philosophizing, but 
this is a medical paper. A case has been selected 
for report tonight, not because of its intrinsic 
value, perhaps, but merely to illustrate the 
truism that one should look in his own dooryard 
for the wonders before searching the world for 
the four-leaved clover. 

The case, so far as I am informed, is the only 
one of its kind that has ever been observed in 
all the world in all time. 

When a medical man desires to make such a 
statement, he goes to the medical literature and 
searches for the report of such a case. I have not 
read of such a one in my own library and it is 
too inconvenient for me to search the larger ones. 
However, I have a reprint of a paper written by 
Dr. Reuben Peterson in 1905 in which he inti- 
mates that he has searched the literature for 
cases of migratory uterine fibroids. He ab- 
stracted the twenty authentic cases he found, and 
added three more. In going over these cases I 
find not one like unto the one of tonight. 


Two years ago a childless woman of sixty years 
came complaining of a pain down the back of the 
right leg. 

Examination revealed a large pelvic tumor. 

Shortly afterwards this patient came to operation 
and a hysterectomy, leaving the cervix, was done. Two 
tumors were found. One, a large one, being situated 
in the posterier uterine wall; the other, the size of a 
small orange, appeared as a tumor of the right ovary 
with no other attachment except a frail, cobweb ad- 
hesion to the small intestine. 

Microscopically the uterine tumor was an ordinary 
myofibroma; the ovarian tumor revealed no ovarian 
tissue or derivative of ovarian tissue, but did re- 
semble the structure of uterine tissue, that is a uterine 
fibroid, even though to all appearances the tumor was 
a direct outgrowth of the ovary. 

To the general practitioner this perhaps has no sig- 
nificance; a tumor is a tumor; but to the pathologist 
this would be as strange as it would to the agriculturist 
to dig his potatoes and find beets in the hills. A 
farmer, in his right mind, can always distinguish a 
potato from a beet, and so a pathologist should always 
distinguish between a section of ovarian tissue and one 
of uterine tissue. 

As the farmer might “reckon as to how” a potato 
could produce a beet, so the pathologist theorizes how 
a uterus can be the outgrowth of an ovary. 
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He might first think of inclusion; that is, in the 
process of fetal development a few of the cells that 
were to become uterine tissue might have been in- 
cluded in the ovary and in later years produced this 
fibroid. 

Another explanation is that this might have been a 
pedunculated fibroid lying in contact with the ovary; 
a little twist of the pedicle, a little inflammation on the 
surface of the tumor, an adhesion to the ovary; more 
twist, more adhesion, and so on until the blood supply 
of the pedicle is destroyed and the pedicle disinte- 
grates and frees the tumor from the uterus, meanwhile 
a new blood supply to the tumor from the adhesions 
keeps it alive and the adhesions organize until they 
form such an intimate attachment as to be unrecogniz- 
able to the naked eye. 

So we might go on theorizing how this tumor or its 
beginning became so intimate with the ovary. How- 
ever, this is not so strange because there have been at 
least twenty-three such cases. There is a stranger con- 
dition connected with this tumor ; that is: 

It was infiltrated with medullary squamous-celled 
carcinoma. 

Such a case, a migratory uterine fibroid being in- 
filtrated with carcinoma, as I said before, so far as 
my knowledge extends, has never been recorded. 

A microscopical examination of the uterus revealed 
an apparently normal uterus with the exception of the 
intramural fibroid, which easily shelled, the left ovary 
was normal and the cervix was not excised. 

Most of the ovarian tumor, and a large piece of the 
uterine tumor were preserved; the balance was thrown 
away. There was not enough knowledge present to 
recognize that a rare specimen was being handled and 
it was not routine to save specimens for thorough ex- 
amination. 

The ovarian tumor was sectioned and carcinoma 
found in the tumor, but not in the ovary; the uterine 
tumor was sectioned and no carcinoma was found; the 
cervix was left and at the end of two years is atro- 
phied and shows no sign of carcinoma. From whence 
did the carcinoma come? From the body of the 
uterus? Perhaps; I do not know. I threw the body 
away. There were no macroscopical signs or clinical 
symptoms to indicate the presence of carcinoma in this 
body. If there was, why was the uterine tumor free? 

Many times have I regretted my destructive tend- 
encies and desired a section from that body. It would 
perhaps shed light upon the origin of this carcinoma 
which lends such interest to this tumor. 

Carcinomata cannot just grow, they must come from 
epithelial celis and usually we do not expect to find 
epithelial cells in a sub-peritoneal fibroid. Perhaps the 
patient may yet reveal the source of these cells. 

In summing up we can say that the case presents an 
extraordinary, and a very extraordinary, aspect. The 
extraordinary is the finding of a uterine fibroid lying 
in the pelvis detached from the uterus and attached to 
the ovary. The very extraordinary circumstance is 
that the fibroid is infiltrated with carcinoma. 


Returning to the text of this discourse, sup- 
, 
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pose, for the sake of the argument, we admit the 
truth of the proposition that this tumor is the 
only one of ite kind. Then it should have as 
much interest for us even though it blossomed in 
Streator as it would had it been picked in 
Chicago. 

However, for interest to be developed in this 
club, it is not essential that only the extraordi- 
nary should be reported and discussed, even the 
ordinary cases are interesting if we desire to 
make them so. 

From a medical standpoint, Streator is not 
radically different from other places. Pneu- 
monia, typhoid fever, anterior poliomyelitis, etc., 
are of the same nature and have the same 
characteristics and reactions here as elsewhere ; 
hernias, appendectomies, cholecystectomies and 
thyroidectomies are the same in Streator as in 
the rest of the world. We have the same 
anatomical and physiological bodies to observe; 
we even have brains ourselves the same as other 
men. All we lack is a little ambition, a little 
energy to have medical meetings of as great 
interest with home talent as with foreign. 

If we cannot get our feet out of the clay and 
must cling to the material aspect, be assured that 
the man who does enough work so that he can 
write an interesting paper for the Streator Med- 
ical Club will not go unrewarded. The effort re- 
quired to produce such a paper cannot but react 


upon the man and develop him until even the- 


public can discern that he is a better man than 
the one who puts forth no such effort. 

During my residence in Streator, a source of 
great irritation has been the general impression 
both among the laity and the doctors themselves 
that home talent is deficient and when any citi- 
zen of prominence or any citizen with a surgical 
or medical disorder needs medical services he 
must step to Chicago or have Chicago step to him. 

I believe that this impression originated in 
Chicago and has been developed by the medical 
profession of Streator and when emergency 
arises, the idea bobs up just as it does when we 
desire an interesting meeting. 

Furthermore, I believe that the power to 
change this impression lies in the members of the 
profession itself and that if each man could be 
stimulated to forget the art and think more of 
the science, it would not be long until Streator 
doctors, that is, home talent, would have as emi- 
nent standing as foreign talent. 
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FUNCTIONS AND PROBLEMS OF A MED- 
ICAL SCHOOL INSPECTOR.* 
Duptey W. Day, M. D., 

ROCKFORD, ILL. 


After many years of agitation and of teaching 
by object lesson, the time has undoubtedly ar- 
rived when arguments to show the need of and 
benefits to be derived from medical school in- 
spection are no longer necessary. We now have 
school inspection as a well founded department 
of the educational institution. Our work of to- 
day and of the future is the further perfection of 
the work we are already doing and the enlarging 
of and reaching out for new functions. The 
importance of medical inspection, the fact that 
it is of basic importance to the pedagogic phase 
of the school curriculum, is just dawning upon 
the great body of teachers, the great body of 
physicians and the greater body of parents. 

In the popular mind the principal functions of 
the medical inspector are supposed to be: 

1. Control of contagion. 

2. Control of school sanitation. 

3. Examination for simple defects such as 
diseased tonsils, adenoids, etc. 

My title calls for a discussion of the “prob- 
lems” of a medical inspector. It is my experi- 
ence that these simpler functions just enumer- 
ated really do furnish numerous “problems.” 
When the familf physician is appealed to be- 
cause the school doctor or nurse has excluded 
Mary for nothing but a little cold or cough 
which she has every year at this time, he, the 
family physician, should remember that possibly 
the department of hygiene is bending every effort 
to nip in the bud an epidemic of measles or 
whooping cough. It is very easy to say that it 
was all foolishness to exclude Mary, but really, 
does it help the community ? 

In school work, as in no other line of medical 
work, I believe one learns the very high infec- 
tiousness of the early stages of practically all 
infections. School inspection and the epidemio- 
logical studies thereby made possible are teaching 
the medical profession that epidemics spread by 
direct contact and by direct contact almost en- 
tirely. Detect and isolate the infected individ- 
uals and an epidemic disappears. The frequent 
clamor of parents, too often incited by physicians, 
to close the schools because of the presence of an 


*Read before the Tri-State District Medical Society, Freeport, 
Ill., Sept. 26, 1916. 
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epidemic, is good evidence that we still have a 
wide field needing education. If, together with 
your school closing, you absolutely isolate each 
child you will surely secure the desired end, at 
an unnecessary loss of time, education and in- 
crease of expense. Efficient inspection plus 
noninterference by, and moral support of, the 
medical profession will control quickly and 
cheaply practically all epidemics. I have no 
criticism of the present closing of schools to pre- 
vent the spread of poliomyelitis, but it is very 
evident that the order is based on our ignorance 
of the disease. We are simply repeating the 
history of our other contagions which are now 
well understood. 

None knows better than the school inspector 
of experience that in the diagnosis of physical 
defects, honest differences of opinion are entirely 
proper and inevitable. In much of his work the 
school physician is under a decided handicap. He 
is limited in facilities, equipment, and extent of 
examination procedure and yet is supposed to 
make fewer mistakes than were he working in his 
own private office. The majority of children 
who come to examination have proven themselves 
a problem in some way or other. Either the 
teacher or nurse 2as detected an apparent abnor- 
mality, or the child is backward, or a problem in 
discipline. Let me impress upon you that in 
many of these cases the school diagnosis is tenta- 
tive and is made to get the child to you, the fam- 
ily physician, and thus secure your thorough 
examination, advice and co-operation. Let me 
suggest that often the family physician may in- 
crease the value of his advice by inquiring into a 
child’s school activities. I believe it true that a 
given abnormality in a normal child may call 
for different advice than the same abnormality in 
a subnormal child. 

One’s activities in school service soon carry 
him into different fields than those just men- 
tioned. Preventive medicine, the different types 
of mental abnormalities, social service to the 
community, the whole co-ordination of health 
and mind in the individual and in the mass are 
less well known activities which are really the 
most important functions of medical inspection. 

Here let me emphasize the very great value to 
any community of the school nurse. The prop- 
erly founded nurse has a value unique unto her- 
self and her place cannot be filled by any 
physician. She can do more social service and 
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bring parents into closer touch with the school 
than can any other worker. 

In our modern high-speed existence we are 
beginning to realize the needless and criminal 
waste of preventable disease. Note that I say 
“beginning,” for medical men know how far we 
fall short of completely profiting by our knowl- 
edge. One of the most encouraging signs of 
progress is the fact that communities are learn- 
ing that the time to cure tuberculosis is before it 
has developed. How much preferable to develop 
the underfed subnormal child into a healthy one 
in the open air school, than to support the same 
individual a few years later in the municipal 
tuberculosis sanitarium. Let him develop tuber- 
culosis and he spreads the disease, takes longer 
to cure if such be at all possible and, in plain 
language, he costs more to the taxpayer. 

In Rockford today we are developing an un- 
usual co-operation between the trustees of our 
Municipal Sanitarium and the Board of Educa- 
tion. The open-air school is built and main- 
tained by the sanatorium and the education is 
furnished by the school system. We believe we 
thereby furnish ideal conditions for an open-air 
school and prevent needless duplication of equip- 
ment and expense to the taxpayer. How better 
can a sanatorium serve its important function of 
prevention ? 

Another needless waste which we are striving 
by medical inspection to eliminate is that of the 
child who enters the competition of school and 
later that of life the victim of some physical 
defect which is subject to correction. In no place 
can the adenoid, the diseased tonsil, or the de- 
fective eve be as generally detected and properly 
dealt with as in the school examination. The 
struggle for existence today is too keen and the 
plane of physical and mental efficiency too high 
to allow needlessly handicapped individuals to 
compete. 

Probably no child is today the subject of more 
study, conjecture and experimentation than is 
what may largely be classed the backward child. 
Inquiry by any of you in your own city will elicit 
the knowledge that there is a very large percent- 
age of children who at some time during their 
school period have to repeat one or more grades 
one or more times. In Rockford last year 37 per 
cent. of our children were backward ; 59 per cent. 
of these were 1 year below ; 26 per cent. two years, 
9 per cent. three years, and so on down. 








324 


There are many types of “backward child.” I 
will speak here of only three types, namely: 
First, the child backward because of some remov- 
able physical defect; second, the dull child, not 
really mentally defective, but just dull at least 
for a few grades; and third, the true mental de- 
fective. 

All of these types are proper material for the 
medical department. The correct treatment for 
physical defects, the first type, is evident. Often 
the proper treatment is much more evident than 
is the means of securing it. I am still enough of 
an optimist to believe that some day in the future 
there will be universal laws which will put the 
welfare of the public before personal privilege 
and give us a means of compelling parents to 
give their children the benefit of proper remedial 
agents. It is a heartbreaking experience to 
watch an adenoid case year after year, see him 
failing in his studies, being stunted physically 
and yet be unable to secure the simple needed re- 
lief. Many of these problems are our problems, 
in that education and publicity must come from 
us, as a profession. A wonderful amount of 
knowledge concerning these matters has already 
been brought home to parents. We should be 
proud of our work, but must not think it is 
complete. 

The handling of the dull child, the second 
type, is comparatively simple when once he is 
correctly classified. This child faces two dangers. 
One is to be considered a normal child and to be 
expected to do the work of a normal child; the 
other to be considered a true mental defective. 
In this field the school physician finds: difficult 
problems. It is often only by long continued co- 
operation between the pedagogic and medical 
departments that proper diagnosis can be made. 
In making diagnosis all phases of the child’s life 
have to be taken into consideration ; his heritage, 
his personal history, his physical and mental 
health, his habits, his home influences and com- 
panions. These children should be under special 
instruction in special or ungraded rooms. Every 
precaution must be taken not to stigmatize them 
as mental defectives. We are all familiar with 
the dull child who suddenly develops into the 
keen, efficient adult when he finds his special 
niche. Perhaps the future in psychanalysis holds 
the solution for us of these cases. 

When we come to the true mental defective I 


ILLINOIS MEDICAL JOURNAL 





May, 1917 


believe we are discussing individuals who in 
reality have no place in the school system. 

There are two permissible havens for the 
mental defective: one the public institution, the 
other the private home with a personal attendant 
for life. The only function of the school is to 
act as a temporary guardian, at the same time 
making a complete diagnosis by observation, 
Binet and other mental tests and as soon as pos- 
sible securing institutional care for the defective. 
True it is, that all except the lowest mentalities 
can be taught something, but it is only parrot 
knowledge, of no value in making the individual 
safe and efficient in free competitive life. 

The ungraded rooms to my mind should be a 
clearing house, a filter. Some of its product will 
go to the state institution, some to rooms for 
special instruction, and some even back to the 
regular school room: The very greatest caution 
must be used in this work. 

Gentlemen, school inspection is but a part of 
the present great movement of interest in the 
growing child. It has grown in the past because 
of the support of the medical profession. I ask 
for the continued support of the entire profession 
in the continually widening field of work. 

The great American child is a wonderful crea- 
tion. He is worthy of the serious study of all of 
us, but most of all he is worthy of the complete 
co-operation between teacher, school hygienist, 
physician and parent. 





THE -USE OF MASSAGE AND EXERCISES 
IN THE TREATMENT OF 
FLAT-FOOT.* 


Hueco Ap. OLDENBORG, 
CHICAGO.: 


The type of deformity of the foot, which we 
ordinarily range under the name of flat-foot (pes 
planus), is always associated with an outward 
rotation in the ankle joint (pes valgus), and the 
orthopedic men seem to agree that the best name, 
consequently, should be pes valgo-planus. 

In order to lessen the shock to the body when, 
in the step, its weight is moved from one foot to 
the other, the foot is so constructed that the land- 
ing is made, not on a rigid surface, but on an 
elastic, springy one. ‘There are three main 
points of support to carry up that weight; one 





*Read before North Shore Branch, Chicago Medical Society, 
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is the tuberosity of the os calcis, another is on the 
head of the first metatarsal bone and the third 
is on the head of the fifth metatarsal (although 
the heads of other metatarsals also share in the 
support). 

If we connect these three points with straight 
lines we have the idea of the three aches in the 
foot (von Meyer’s tripod), the outer arch, the 
inner arch and the transverse arch, which arches 
are maintained by means of a strong liagmentary 
apparatus as well as by muscles in the foot and 
the calf. In speaking of the ligaments, we may 
mention the following as being most active in 
maintaining the arches. The outer arch has as 
its main support the strong inferior calcaneo- 
cuboid ligament. The inner arch is sustained 
principally by the inferior calcaneo-scaphoid 
ligament which comes from the sustentaculum 
tali of the os calcis, and is attached to the under 
surface of the scaphoid bone. The space between 
these two bones is separated by the head of the 
astragalus, which rests upon this ligament. The 
transverse arch is kept up by a plantar ligament. 

Concerning the muscles, we would like to quote 
John Dane :* 


Of the muscles, four are, from the peculiar arrange- 
ment of their tendons, of maximum importance in the 
maintenance of the arch of the foot. The tendon of the 
peroneus brevis muscle, having passed under the ex- 
ternal malleolus, continues forward to be inserted into 
the base of the fifth metatarsal bone, thus spanning 
almost the entire external arch; the peroneus longus, 
keeping in company with the brevis in this course 
under the malleolus, passing over the external surface 
of the os calcis, winds around the outer border of the 
foot to enter the groove on the lower surface of the 
cuboid. From this it crosses the sole obliquely to its 
principal insertion on the posterior part of the first 
metatarsal bone. The outer and middle arches are 
both strengthened and bound together by this long 
tendon. 

On the inner side of the foot there is first the 
tendon of the tibialis posticus, which, after passing 
behind the internal malleolus, runs forward to be in- 
serted into the scaphoid bone, in its course resting 
directly against the inferior calcaneo-scaphoid liga- 
ment, which in its turn bears against the head of the 
astragalus. 

The tendon of the long flexor of the big toe like- 
wise turns around the internal malleolus. From this 
it passes in the groove under the sustentaculum tali 
of the os calcis, and runs forward in the sole of the 
foot to its insertion in the terminal phalanges of the 
great toe. 


_—__ 


1. Boston Med. & Surg. Jour., Vol. 127, page 401, 1892. 
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To these we would like to add, first the flexor 
digitorum longus, which also passes behind the 
inner malleolus and beneath the other muscles of 
the foot, dividing its tendon in four parts, giving 
flexors to the four outer toes. In strongly flex- 
ing these toes this muscle together with the flexor 
hallucis longus will help to bend up the longi- 
tudinal arches. 

We should neither forget the tibialis anticus 
which, going in front of the inner malleolus and 
on the inside of the foot, becomes attached to 
the under surface of the base of the first meta- 
tarsal bone, just in front of the insertion of the 
tibialis posticus on the scaphoid. This muscle 
together with the tibialis posticus, is the princi- 
pal supinator of the foot, and just, therefore, so 
important in the prevention of valgus deformity. 

A great number of the slowly developing 
skeletal deformities that we meet with are caused 
by a disproportion between the load and the 
power to carry this load, as for instance, scoliosis, 
knock-knee and flat-foot. We are apt to look 
upon these corditions as being caused by skeletal 
defects, not giving sufficient consideration to the 
importance of the support of the live power of 
the muscles. The disproportion between the load 
and the sustaining power may arise either from 
the circumstance that the weight is too great, or 
result from a condition in which the sustaining 
power to carry the normal weight has become re- 
duced. The former is exemplified by the type 
of case that one not infrequently meets, namely, 
in a person of middle age, who begins to put on 
flesh and soon also experiences trouble with his 
feet. The latter type of. case one will find in a 
person, who, after having overcome a serious con- 
stitutional illness, for instance, typhoid fever, has 
trouble with his feet when the normal weight of 
the body returns faster than the strength of the 
supporting muscles, and he, because of this con- 
dition, begins to experience pain in his feet. The 
load may again become too great for the sustain- 
ing power, even though the weight be not 
absolutely too large; for instance, if this weight 
is kept up for too long a time without rest or in 
an unfavorable position. Here we come into the 
question of flat-foot as a trade disease, and in this 
connection we also want to consider the impor- 
tance of the nutritive condition of the muscles. 
The circulation in the legs is greatly aided by the 
alternating contraction and relaxation of its 
muscles. Therefore, walking is of great help to 
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the circulation of the lower limbs, while people, 
who for great lengths of time have to stand still 
on their feet are apt to suffer from disturbances 
of that circulation shown by the frequent pres- 
ence of varicose veins. We also find that the 
same class of people are apt to suffer from flat- 
feet, for instance, chefs, waiters, barbers, and 
nurses, while letter-carriers, as a rule, do not com- 
plain of trouble with their feet. 

By placing the foot in outward rotation, a 
position taken for the purpose of giving broader 
basis for support, there is an extra strain put on 
the ligaments going down from the inner mal- 
leolus, thus weakening the ankle and favoring the 
development of valgus position in that joint. 
This is the explanation of flat-foot troubles of 
apprentices in blacksmith shops, who are apt to 
take this unfavorable position in swinging the 
heavy sledge hammer. The fact that a great 
number of individuals being employed in these 
various trades do not sustain these troubles with 
their feet seems to bear out the fact, that we shall 
look for the principal etiological ‘factor in their 
lessened ability to sustain the strain put upon the 
foot. Such lessened ability, we frequently meet 
vith in the developmental period of the youth, 
Yor instance, those, who for one reason or another 
are anemic, are also apt to have trouble with 
their feet, a condition generally spoken of as 
“weak ankles.” It may also depend on special 
affections of the bone structure, for instance, 
rachitis; as a deformity of this nature advances, 
the strain upon the sustaining powers also in- 
creases, so one would have reason to expect that 
the speed towards the full deformity should be 
augmented. 

Nature has, however, provided certain re- 
sources which, if they do not tend to restore nor- 
mal shape, help to hold back the progression. So, 
for instance, will the bone itself, after an affec- 
tion like rachitis has ceased, develop new sub- 
stances, which are arranged in such a manner as 
to sustain the change in the application of the 
load, produced by its deformity. It has further- 
more been demonstrated that the muscles that 
help to maintain the arch will at least in the 
earlier stages of the disease show hypertropical 
development, evidently for the purpose of hold- 
ing back the progression. When the disease has 
ecme to its full development the supporting 
power of the muscles has been conquered. Then 
one finds those on the flexor side in a state of 
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atrophy, while the extensors, and especially the 
peronei are in a state of contraction. The liga- 
ments have also done their part to hold back the 
progression, because one finds the plantar liga- 
ments to be thicker, especially the calcaneo- 
scaphoid, while the dorsal ones are in a state of 
fatty degeneration. The whole foot then becomes 
rotated outward and in a state of dorsal flexion. 
The astragalus projects inward and downward, 
so that its head rests heavily upon the calcaneo- 
scaphoid ligament, while the tip of the external 
malleolus of the fibula is flattened out by its 
pressure against the os calcis, which bone is 
rolled over inwards. 

In planning the treatment for the type of de- 
formity that we call flat-foot, the question of 
etiology naturally becomes prominent. Hoffa* 
classifies the various types in: 

(a) Congenital ; 
(b) Traumatic ; 
(c) Paralytic ; 
(d) Rachitic; 
(e) Static. 

The congenital flat-foot is treated by means of 
rotating manipulations and orthopedic apparatus. 

The traumatic flat-foot is most commonly seen 
as a result after a Pott’s fracture, when the 
patient begins to walk after having been kept off 
his feet for a more or less protracted time. While 
the fracture was held in immobilization there 
developed an atrophy of the supporting muscles, 
causing the patient’s inability to maintain the 
arch when he began to walk. We believe it to be 
an important feature in the treatment of these 
fractures, to let the patient start the exercises of 
rotating his foot inward as soon as possible, and 
also to practice flexing his toes; this training to 
begin at least a week or ten days before he is 
allowed to put the full weight of his body on his 
foot. The muscles of his foot and calf then get 
an opportunity to recover their normal tonus and 
thereby their ability to carry up the arches when 
the full weight is put on them again. We believe 
that most teachers of surgery, nowadays, advise 
their students to dress these fractures with the 
foot in the position of supination with the view 
of helping to save the patient from having a flat- 
foot when he recovers from his injury. 

In the paralytic flat-foot, which one meets with 
not so infrequently, particularly in connection 
with infantile paralysis, the training of the 


2. Lehrbuch der Orthopidische Chirurgie, 1902. 
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muscles, which help to support the arches, is of 
course a very important feature in the treatment ; 
and the degree of paralyzation will naturally de- 
cide whether these patients will need orthopedic 
apparatus besides the training and the manipula- 
tion. 

In rachitis anyone can see that it would be 
foolish to treat the foot alone without giving the 
constitutional affection any attention. When the 
constitutional disease is overcome, the treatment 
will have to be decided according to the deform- 
ity then existing. 

The majority of the cases of flat-foot that one 
encounters will, of course, be classed under the 
so-called static form. If the condition be acute, 
such patients should be taken off their feet until 
the soreness has disappeared. Here, one often 


meets with a serious economic question, however. + 


The patient’s financial condition may demand 
that he does not stay away from work, and the 
physician may also have difficulty to impress 
upon the patient that his point in trying to keep 
him off his feet is an important one. If the cir- 
cumstances do not permit the patient to take a 
horizontal position, and free himself from the 
irritation of tight-fitting shoes, he should at 
least take the weight off his feet by using 
crutches until the soreness has gone away. Dur- 
ing this time the tender areas about the plantar 
surface of the foot should be manipulated daily 
by deep massage. Massage of the muscles of the 
leg for the purpose of relaxing those that are 
spastically contracted, accomplished by means of 
light strokings, and stimulating those that are 
weak, by more vigorous manipulations and 
tapotement. As we generally find the foot stiff 
and unelastic, we should use manipulations which 
tend to loosen the joints as well as such passive 
movements as aim to redress it into normal shape 
again. Gradually, as the tenderness disappears, 
we begin with the exercises. These consist of 
inward rotation of the foot, first without and 
afterward with resistance, and strong flexion of 
the toes; to begin with, alone, later on in combi- 
nation with the inward rotation. 

The patient is by and by allowed to put his 
foot on the ground and as the disappearance of 
the soreness permits, made to walk for short 
periods of time. When his strength increases he 
is told to walk on the outer edges of his feet, 
raise up on his toes and walk on his toes while 
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he tries to create a varus position in his ankle. 
He is also made to strongly contract the flexors 
of his toes in the step. The massage should be 
made in such a manner as to give the patient a 
feeling of comfort in his foot and the exercises 
should not be kept up so long each time as to 
lead to fatigue. When the patient has learned 
how to practice them himself he should be told 
to repeat them frequently, but not too long at a 
time. 

In the advanced stages of flat-foot, we do not 
believe one can give much hope for cure. Ortho- 
pedic supporting apparatus may give some relief. 
Here, attention may be called to the fact that the 
orthopedic apparatus never does cure the condi- 
tion, only supports the arch. The cure, when 
such can be brought about, is accomplished by 
means of the exercises. This relation between 
the two forms of treatment does not seem to be 
sufficiently appreciated. They should be used 
together and not to substitute for each other. 

Finally one often meets with patients who suf- 
fer from pains in the feet and legs which are of 
purely muscular nature and have their origin in 
some focus of infection, perhaps in the nose, 
throat or teeth. When the focfis is cleaned out 
the trouble with the feet generally also disap- 
pears. 

122 South Michigan Ave. 
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CASE HISTORIES, 


Case I—Male, 17 months old, Hebrew, second child. 
Patient first seen June 27, 1916. The first child of 
these parents is a boy 6% years old and appears 
healthy, physically and mentally. The father is 32 
years of age, the mother 27 years of age, not related 
and first marriage. Father born in Austria, mother 
in Russia. Family history negative. No nervous or 
mental trouble traceable. No drugs or alcohol used 
on either side. 

Pregnancy: Mother well during pregnancy. Child 
born at full term, forceps, weighed 8% pounds, no 
fever. Nursed child up to four months; then milk 
gave out and changed to bottle. 

Personal History: There was no distinct nor defi- 
nite disease up to ten months, when the patient had a 


*Read before the West Side Branch of the Chicago Med- 
ical Society, January, 1917. 
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severe bronchitis that lasted ten days, coughing a great 
deal. The child became thin and lost in weight. Legs 
and arms became weak and he had difficulty in draw- 
ing up the legs; he could neither hold head up nor sit 
up. The mother believes that at six months the child 
acted like other babies of that age; would laugh if 
tickled, but did not do so during my examination. 
Mother thought child could see before illness, as he 
would try to grasp at things and would play with a 
rattle. At time of examination would not grasp at rat- 
tle of own accord, but would take hold of one if put 
into his hands. After illness he became yellow, and 
moaned and fretted a great deal, and the slightest 
sound caused him to jerk. 

Before illness the bowels and kidneys appeared nor- 
mal; after illness child suffered with constipation. 
No trouble at teething, and no convulsions. Child 
never made any attempt to crawl. 

Examination showed a poorly nourished child; cir- 
cumference of head 19 inches; anterior fontanelle 
open. The head was thrown back and supported by 
the mother’s hand. The pupils reacted to light, and 
patient would turn head toward the direction of a 
sound. 

Knee, biceps, triceps reflexes increased. Babinski 
and Oppenheim present on both sides. Arms and legs 
were spastic. Child died October 31, 1916, of broncho- 
pneumonia. 

Case 2, Female, aged 15 months, first and only 
child, Hebrew; father born in Germany, mother born 
in Russia. Child at birth appeared normal, was ex- 
amined by writer July 19, 1916, father reporting at that 
time that patient had not been well since it was seven 
months old. At time of birth forceps were used, 
mother being in labor for 18 hours. Child breast-fed 
for eleven months; first tooth cut at the age of nine or 
ten months. The father stated that the child seemed 
normal when two months old; when it was seven 
months old, a picture was taken, at which time it was 
noticed that something was wrong, for at the photog- 
rapher’s it would not pay any attention to the toys used 
to attract its attention. During the fifth or sixth 
month, however, the patient observed light, but the 
parents at that time noticed that the child could not 
hold her head up; up to that time she could not sit up, 
in fact never did. The child took liquid foods, but no 
solids; did not suffer from any of the diseases of 
childhood. The limbs seemed weak and the child was 
restless. 1 

The father and mother are both living. The father 
had a struggle to secure an education, and since mar- 
riage, more or less of a struggle to earn a livelihood. 
The grandparents on both sides are nervous. 

Examination: The child seemed well nourished, but 
pale. Head 19% inches in circumference and anterior 
fontanelle open. Eyes would move from side to side 
when child was tickled. At times the child seemed able 
to follow a pocket-light. There was some strabismus. 
The child did not follow examiner’s finger when placed 
in front of eyes. When finger was raised the eyes 
looked upward. 

The head, trunk and extremity muscles were weak. 
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At times limbs would straighten out and child become 
rigid. The head fell back, and child could not lift it, 
and it felt like a weight on one’s arm. There was 
moisture of the hair of the scalp. The deep reflexes 
were increased. The least noise caused the child to 
suddenly jerk. Very often during the examination 
there was a moaning cry from the patient. 

During the early part of October, 1916, the child 
developed a gastro-enteritis, and two weeks later a 
number of epileptoid convulsions came on. Last saw 
the patient on October 31, after a series of convulsions. 

From the history, general appearance and examina- 
tion of the patients, a provisional diagnosis of amauro- 
tic family idiocy with hydrocephalus was made, and 
patients referred to Dr. G. F. Suker, Chicago, for 
eye ground examination. He reported that the eye 
findings were typical of Tay’s-Sachs’ disease. 


DESCRIPTION OF THE DISEASE. 


Definition. Reviewing the literature one finds 
that this is a rare disease, occurring in family 
groups, characterized by the gradual onset of 
blindness and a dark red spot in place of macula 
lutea, with mental and physical impairment, and 
ending invariably in death. ; 

Historical. On account of the eye trouble 
Warren Tay of London, in 1881, was the first to 
describe a peculiar disease of the cerebro-spinal 
system occurring exclusively in childhood. He 
called attention to the affection in a child of 
twelve months. In the same family three similar 
cases occurred. 

Sachs, after extensive study of the affection, 
described his first case in 1887, not knowing that 
Tay and Kingdon had previously published 
theirs. Sachs collected 27 cases in the literature, 
his own being included in the number. Kaplan 
published two cases, and has since seen six others. 
Cases and studies of the disease have been re- 
ported by Claiborne, Patrick, Kuh, Jacobi, 
Hirsch, Peterson, Cotton, Hirschberg, Frey, 
Beard, Collier, Carter, Falkenheim, Holmes, 
Poynton, Apert, Haverach and others. Holden, 
Mohr, Treacher, Collins, Schumway, and Bu- 
chanan have examined the eyes postmortem. F. 
W. Mott* gives the microscopic and chemical 
changes in central nervous system, of two cases 
of this disease. 


Etiology. Different views are held concerning 
the probability of a congenital or an acquired 
origin of the disease. Four theories have been 
advanced to account for it: 

1. Cortical agenesis (Sachs). 


1. Mott, F. W.: Arch. of Neurology, iii, 218. 
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2. Primary cortical degeneration (Russell 
and Kingdon). 

3. A toxie degeneration of the motor neu- 
rones (Hirsch). He is inclined to regard 
amaurotic idiocy as a form of infection originat- 
ing in the intestinal canal. 


4. Degeneration resulting from an inherent 
bio-chemical property of the protoplasm of the 
nerve cells (Holmes). 

Coriat believes that on account of the normal 
characteristics up to the ages of 4 and 10 months, 
that the disease is not really an idiocy, but is a 
form of dementia, as the macroscopic and micro- 
scopic changes are not those of idiocy, and he 
suggests the name “Amaurotic family dementia.” 

Mettler believes it is a fundamental develop- 
ment defect, one in which the newly-coined word 
of Gowers’, “abiotrophy” could be applied. 

Mott says: “The fact that it affects children 
of Jewish parents, suggests that it owes its origin 
to some racial inborn tendency to neuronic de- 
cay, probably associated with some exciting or 
predisposing factor connected with an altered 
condition in the chemical composition of the 
blood, whereby the normal bio-chemical inter- 
actions of the nucleus on the cytoplasm and 
environmental lymph of the neuron is interfered 
with.” Most authors, however, are disposed to 
believe it is due to some congenital defect. 

Familial statistics show that the disease is 
usually present in several members of the family, 
and seems to be distinctly hereditary. Sachs 
reports 17 cases occurring in 6 families. Ireland, 
in a report of 27 recorded cases, states that 
eighteen occurred in twelve families. As many 
as four cases haye been observed in a single fam- 
ily, as shown by Tay’s cases. Peterson reported 
three members of one family afflicted with it. 
Apert in 1908 collected 82 cases, with 27 addi- 
tional cases occurring in relatives of the 82. 
Several healthy children have been born to 
parents who have had one or two children af- 
flicted with this disease. 

Age. It commences during the first year of 
life. At any time between the fourth and tenth 
month, a normal infant, born at term, will more 
or less suddenly cease to grow, physically and 
mentally. 

Race. All the recorded cases have occurred in 
the offspring of Jewish parents, except one case 
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reported by Turner.? Speilmeyer, Higier, Vogt, 
Dercum, and others, have described as a juvenile 
form of the same disease, a condition with many 
similar symptoms. It sets in between the ages 
of 8 and 12, and occurs in other than Hebrew 
families. It has a more chronic course, and there 
are no changes in the macular region. 

Syphilis. Absence of syphilis has been dis- 
tinctly noted in most of the histories, and it does 
not appear to have any relation to congenital 
syphilis; although Dr. Geo. E. Price,* of Phila- 
delphia reports a positive Wassermann reaction 
on blood-serum in a case of a Hebrew boy aged 
sixteen months. 

Maternal trauma. Injury to the mother dur- 
ing pregnancy has been reported in several in- 
stances. 

Pathology. Uniform degenerative changes in 
ganglion cells of the gray matter throughout the 
whole nervous system; the ganglion cells were 
increased in size, containing a globular nucleus; 
the cell membrane and cyto reticulum were intact, 
but the Nissl bodies had entirely disappeared. 
There was a destruction and breaking off of the 
dendrites and axis-cylinders. The cerebral con- 
volutions were of a primitive type; microgyri, an 
absence of the tangential fibres, and a decrease of 
fibres of the white matter. 

The medulla, corpora quadrigemina, geniculate 
bodies, 3d or 4th cranial nuclei, and the cells 
and fibres of the optic tract showed degenerative 
changes. There is also a degeneration of the 
ganglion cells of the retina. Changes have been 
found in the pyramidal tract. The blood vessels 
were found normal. Mott found in his two cases 
that the posterior spinal ganglion cells, and the 
sympathetic ganglion cells showed disappearance 
of Nissl substance. He says: “It is therefore 
probable that every nerve cell in the body is thus 
affected more or less.” He believes that the es- 
sential feature is a failure in the elaboration of 
the nucleo-proteids of the neurons as evidenced 
histologically by the disappearance of Nissl 
granules. 

F. Peterson found change in the suprarenal 
glands. McKee found changes in the thymus 


gland ; Gordon found enlargement of the thyroid. 

Ocular changes. The appearance of the optic 
dise is pathognomonic in the disease. Fay, Wads- 
worth, Carter, Beard, Westcott and others have 
studied and described it. 


8. Price, Geo. E.: J. A. M. A., May 15, 1914. 
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around the macula lutea is the important diag- 
nostic sign. Beard describes it as follows: “Sur- 
rounding the fovea centralis, concentric with it, 
and two or three times its size, is a liver-colored 
dise. The disc is the center of a zone of grayish- 
white which gradually fades away into the nor- 
mal red-orange of the eye ground. As clear cut 
as a'coin is this livid dise. It is not irregular in 
outline as is the case in acute inflammatory con- 
ditions, where the surrounding retina is infil- 
trated, nor is it cherry-red or carmine, as in those 
cases, but it is distinctly brownish. It is larger 
than the fovea; that is to say, instead of marking 
the area which is occupied by the cones alone, it 
marks that which is devoid of the ganglion cells. 
The whitish zone that surrounds the center is also 
highly characteristic. It is nebulous rather than 
cloudy. It is almost white at the circumference 
of the liver-colored disc, thence gradually thins 
away to nothing, but is translucent and exhibits 
some color throughout. It does not obscure the 
retinal vessels which enter it. It only serves to 
make them more distinct by contrast, so that one 
is able to trace the tiniest of them right up to the 
central spot.” 

Symptons. A child born normal and healthy 
seems to all appearance to be getting along 
nicely until about the fourth or eighth month, 
when it is noticed there is some weakness of the 
muscles of the neck, which leads to an inability 
to hold the head erect. (It appears top-heavy.) 
This weakness gradually extends to the trunk 
and limbs. The little patient can no longer hold 
up its head, sit erect or grasp anything. The 
paralysis at first is flaceid, later changes to one 
of spasticity with atrophy. The reflexes are 
either normal, a trifle subnormal, or exaggerated, 
according to the stage of the disease. The func- 
tions of the body are below normal, and marked 
pallor supervenes. Early, and associated with 
this general weakness, there is a gradual recession 
of its previous mentality, the first signs being 
simply a dullness, a loss of interest in objects or 
playthings which before attracted its attention ; 
it does not seem to notice mother or nurse, and 
cares less and less for play. Associated early 
with the physical and mental weakness there is a 
disturbance of vision, and this may partly ac- 
count \for the child’s early lack of interest. 
Rapidly the child becomes blind. Periodical con- 
vulsions are present in some cases. 
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Strabismus, nystagmus and irregularities of 
the pupils and dysphagia further show involve- 
ment of the muscular system. In some cases the 
head is enlarged and the fontanelles still open. 
The pulse is often rapid. Bronchial attacks and 
gastro-intestinal disturbances are frequently 
present. In some cases there is increased sensi- 
tiveness to touch and sound and the slightest 
noise in the room startles the child. Frequently, 
jerky movements of the limbs are noticed. 

Prognosis. The malady runs a course of about 
two years, and invariably terminates fatally, 
marasmus, pneumonia or convulsions causing 
death. Of the twenty-seven cases of Sachs, only 
one lived to the age of six years. Sachs sums up 
the chief symptoms as follows: 

1. Mental impairment observed during the 
first months of life and leading to absolute idiocy. 


2. Paresis or paralysis of the greater part of 
the body, and this paralysis may be either flaccid 
or spastic. 

3. Reflexes may be normal, deficient or in- 
creased. 


4. A diminution of vision terminating in ab- 
solute blindness. 


5. Marasmus and a fatal termination, as a 
rule, before the age of two years. 


6. Occurrence of the affection in several 
members of the same family. 


Treatment. The treatment is symptomatic. 
Some authors, believing the disease is due to a 
toxemia, or that the maternal milk is deficient in 
those agents which are of primary importance in 
the development, physical and mental, of the 
child, recommend removing the child from the 
breast, and the child given fresh-drawn cow’s or 
goat’s milk. Most of the cases have been breast- 
fed. It has also been suggested to try small doses 
of adrenal gland, thymus, thyroid, or pituitrin. 

It has also been suggested that in any future 
cases a careful chemical examination be made of 
the mother’s milk. 
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Ataxia is so prominent in the symptomatology 
of tabes dorsalis that it is employed in the forma- 
tion of the clinical terminology of this disease. 
Unlike many of the symptoms it is not amenable 
to medical treatment, nor it is influenced by any 
of the measures recently adopted for their cura- 
tive value. Pain and gastric crises may disap- 
pear, the serological picture may become normal 
and the disease may apparently become arrested 
as the result of proper spirochaeticidal therapy, 
but the severity of the most disabling symptom, 
ataxia, remains unabated. That so important a 
feature of this disease should receive so little at- 
tention from the medical profession is little short 
of remarkable. Although reeducation and com- 
pensatory exercises have been described for a 
number of years and in spite of the benefit derived 
as the result of the employment of these methods, 
the literature is comparatively barren on these 
subjects and the administration of the treatment 
half-hearted and desultory. Inasmuch as ataxia 
is due to a pathological deviation of physiological 
movements it will be of some value to review 
‘very briefly the subjects of co-ordination and 
ataxia. The term “Co-ordination” denotes the 
united action of a group of muscles in order to 
carry out an intended movement. In order that 
a movement may be co-ordinated it is necessary 
that a certain number of muscles should enter 
into action in a definite grouping and succession 
and with a regulated distribution of strength. 
Every movement which has a determined object 
sets a number of muscles into action. Not only 
are the chief agonists or the muscles whose con- 
traction brings about the intended movement, 
but also the synergist and antagonists brought 
into play. The newly born babe does not make 
any co-ordinate movements. In it the chief move- 
ments .consist of those producing crying, suck- 
ing and swallowing. Actual co-ordinate move- 
ments must be acquired. Little children when 
attempting to walk or catch a ball or eat with a 
spoon make movements which are not co-ordinate 
but which are not strictly speaking ataxic. This 
same disability is observed in adults when they 





*Read before the North Shore Branch, Chicago Medical 
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attempt any unaccustomed movement, as playing 
the piano, skating, etc. At first the movements 
are not at all adapted to the performance of the 
desired purpose and become skilled only after 
long continued and persistent repetition. 

When the regulated correlation of movements 
is disturbed ataxia ensues and is demonstrated by 
the fact that the movements are not carried out 
so that they reach their object by the shortest 
way, or with the requisite amount of force, or 
with the employment of the smallest number of 
muscles possible. This ataxia may be brought 
about pathologically in a number of ways. It 
may be present as the result of cerebellar and 
adnexal lesions where it is due to the injury to 
the main center of co-ordination. Careful analy- 
sis of the laws that govern co-ordination shows 
that uninterrupted reception of sensations from 
our surroundings and tendon, muscle and other 
deep sensations acquainting us with the position 
of our extremities is an integral and indispen- 
sable part of the mechanism of co-ordination. A 
defect in these functions therefore results in an 
ataxia which is called sensory and which is the 
type found in tabes dorsalis. The patient suffer- 
ing with tabes dorsalis is ataxic because he can no 
longer feel the position of his extremities, in fact 
he loses them, can no longer tell how far a muscle 
has contracted and how forcefully it has acted, 
or how rapidly it has moved. He attempts to 
compensate for this loss by employing his eyes 
to supply for him the information his sensory 
functions deny him. It need not be recalled to 
you that one of the classical signs of tabes, Rom- 
berg’s sign, is based upon this very fact. As in 
the ataxia of tabes so in the clumsy movements 
of normal individuals performing unaccustomed 
acts, removal of the assistance of vision decreases 
the disability. The disability in tabes is not de- 
pendent upon the ataxia alone. There is for in- 
stance the muscular hypotonia and the flaccidity 
and relaxation of the capsules and ligaments of 
joints permitting hyperextension and causing flail 
joints. 

The degree of ataxia and the amount of dis- 
ability varies in the same patient according to cer- 
tain circumstances, whether he walks alone or 
with someone to support him, whether the room 
is well illuminated, whether the floor is carpeted 
or polished, whether there is near at hand a piece 
of furniture that he might grasp if he fall, 
whether he is walking in a room or upon the 
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street. Upon such entirely external conditions 
depends the type of gait, either the care-free cock 
stride or the short fearsome walk. These very 
facts prove that the tabetic has not lost the 
faculty of adapting his movements, however im- 
perfectly, to the occasion. It is an interesting 
and important observation that tabetics have 
forgotten how to perform certain movements, as 
in arising from a chair they forget to bring their 
legs back first, or in walking they forget to shift 
their balance from one to the other foot. 

One of the characteristic faculties of the ner- 
vous system is its teachability. To be learned, an 
episode or movement, etc., must be clearly apper- 
ceived, closely attended to and frequently re- 
peated. 

Upon this premise are based the various meth- 
ods of the re-educational treatment of tabetic 
ataxia. Such methods have been employed by 
Leyden, Goldscheider, Raymond, etc. The great- 
est impetus in this direction, however, was af- 
forded by the development of a very exhaustive 
method by Frenkel (Heiden). Later in this 
country a slight deviation was described by Ma- 
lone. Of course, to be teachable some sensory 
fibres must be intact, and many fibres are usually 
intact in tabes. Upon what does the success of 
these methods rest? 

It is related by Frenkel that a now famous 
professor, in preparing his maiden lecture, select- 
ed a certain number of tabetics for the purpose of 
demonstration and inadvertently instructed them 
as to what movement each one was to perform; 
they in their eagerness to please practiced these 
several movements so assiduously that to the pro- 
fessor’s chagrin they performed them with the 
precision of perfectly normal individuals. Thus 
it is seen that Frenkel’s treatment is based upon 
the education of the nervous system. But an- 
other factor must be considered. It is a notorious 
fact that tabetic patients are very suggestible; 
when they present themselves they usually are in 
the troughs of despondency ; they have been told 
that their condition is incurable and they have 
become resigned to their fate of an effortless 
existence of deterioration. It is not at all unusual 
to find a patient who has but little sensory loss 
and an enormous disability which is the result 
of discouragement, fear and lack of confidence. 
That this is the case is demonstrated by the fact 
that tabetic patients improve clinically after any 
new treatment, and that a very much more marked 
improvement occurs early in the institution of the 


ILLINOIS MEDICAL JOURNAL 





May, 1917 


Frenkel treatment than later. This in no sense 
minimizes the usefulness of a method. If we 
can instill hope and stimulate energy and spirit in 
men who have for years been confined to wheel 
chair or who have not walked unattended and can 
keep them so stimulated, then the method an- 
swers therapeutic principles very well. Fortu- 
nately this method offers even greater results. 
Attention of the American physicians was first 
called to Frenkel’s treatment in 1897 by Dr. 
Boerne Bettman, then Professor of Ophthal- 
mology in the College of Physicians and Sur- 
geons, Chicago. Founded on the basis of normal 
movements and locomotion, Frenkel has devised 
a system of exercises. These exercises are notable 
because of the emphasis laid upon the frequent 
repetition of these movements and the stress put 
upon the necessity for precision and careful at- 
tention. They are in no sense gymnastic and 
such exercises are to be discouraged. It the pa- 
tient performs the movements slovenly they are 
of no service. It is far more important to per- 
form one movement well than a dozen carelessly. 
Or, it is better to do nothing and do that well. 
The exercises are indicated in all cases of tabes 
even in the pre-ataxic state. Certain conditions 
must be considered in prescribing the treatment. 
Blindness coupled with severe ataxia offers poor 
prospects of recovery. Hypotonia of severe grade 
must be attended to by orthopedic measures ; it is 
far better to be a tabetic walking with crutches 
than a trained tabetic with a fractured leg. In 
heart disease the patients must be closely watched, 
as the sense of fatigue is lost. Spinal irritation is 
a contraindication, but gastric crisis and lancinat- 
ing pains are not. The exercise should be fol- 
lowed twice a day, but no more. ‘The entire ex- 
ercise time should not exceed thirty minutes and 
no more than three minutes should be devoted to 
each exercise. 

All tabetics suffer a marked loss of the sense of 
fatigue and because of this the exercises must be 
closely observed and the pulse of the patient fre- 
quently taken and if any marked rise occurs the 
seance must be interrupted. Between each exer- 
cise period a rest must ensue. Constant attention 
must be exercised, as many accidents may occur, 
as the turning of an ankle, collapse of the hypo- 
tonic knees. If the patient is very ataxic, then 
he must be supported by attendants with the aid 
of a belt. The following groups may be dis- 
tinguished : 

1. The patient is able to walk without support. 
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2. He has to lean upon the arm of a com- 
panion with or without a stick. 

3. Walking is impossible, but the patient can 
stand. 

4. Walking and standing is impossible. 

The exercises are divided into those for the 
upper and the lower extremities. There are 
groups for the reclining posture and for walking; 
those for the reclining position should be per- 
formed in the morning, and the walking exercises 
in the afternoon. For some of the exercises spe- 
cial apparatus is required, and for others diagrams 
upon the floor. As a matter of fact one need have 
no apparatus at all. The best place to exercise 
in the recumbent position is the floor, over which 
heavy dull oilcloth or canvas has been placed. 

It is needless to detail the various exercises 
which may be found in Frenkel’s book. Those 
to be followed in the recumbent position consist 
of various combinations of the ordinary move- 
ments of the lower extremities, flexion, extension, 
abduction, adduction, internal and external rota- 
tion. 

I have found it very serviceable to tie a bandage 
to the ankles of very ataxic patients and have 
them hold the ends in their hands as reins, guid- 
ing the ataxic extremity until it is able to per- 
form the movement alone. Any exercise which 
employs the muscles subserving the above men- 
tioned movements are proper and sufficient and 
one need not at all be bound to any system, pro- 
vided that the fundamental tenets of Frenkel be 
adhered to. 

First, it is necessary to study the patient and 
select the muscles requiring reeducation and then 
outline a set of exercises suitable for them. These 
exercises must be followed tenaciously, persistent- 
ly, accurately, and most of all, slowly. Tabetics 
are always in a hurry just as is a normal man 
crossing a stream over a narrow plank. Each 
exercise must be well learned before any new 
set is presented ; the patient must direct particu- 
lar attention to the attempt of learning what 
each movement feels like, so that later the move- 
ments may be performed without the assistance 
of vision. The recumbent exercises bear a simi- 
lar relation to the walking ones that Delaney’s 
land exercises bear to swimming. Preliminary 
to the actual walking exercises, it will be found 
serviceable to first teach the patient how to get 
up on his toes and how to shift his balance from 
one foot to the other foot. This is easily done 
by having the patient stand in a doorway sup- 
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porting himself by the door jambs and first learn 
how to stand without having his center of gravity 
too far back, which is a common fault with tabet- 
ics, then to stand upon the toes of one, then the 
other foot, then to stand back and after rising 
upon the toes of one foot to advance the other 
and fall forward upon it. The use of two heavy 
rubber tipped canes should be insisted upon in the 
first walking lessons whether necessary or not, 
because then one can more easily obtain certain 
movements which I have found more or less 
requisite to the reeducation of walking. Almost 
invariably the ataxic patient uses the cane as a 
symbol or fetich, and that only. I mean that it 
is unusual to see a patient lean forward upon the 
canes for support’as does a normal person. The 
ordinary thing is to find the cane going to the 
front and the patient to the rear. It is a hard 
thing to teach the patient that by leaning for- 
ward the canes will support him and falling be- 
come impossible. 

It is a good thing to teach them a sort of a mod- 
ified military stride in which the essential steps 
are the following: Up on toes, shift balance 
to right, fall forward on left; up on toes, shift 
balance to left, fall forward on right. This set 
up, so to speak, should be continued for a long 
time after the patient is able to walk well with- 
out it, and having insisted upon its use so long 
the patient will continue to use it, and as a‘re- 
sult never forgets to shift his balance, never be- 
comes confused, and always possesses the best 
possible station. Of course it goes without saying 
that these steps must always be of a proper length 
and may be regulated by the painted stripe into 
quarter, half, or full steps; they must be con- 
tained within the limits of the stripe, whether 
narrow or broad. 

Two conditions are frequently encountered 
which retard progress ; one is ataxia of the upper 
extremity which prevents the use of canes until 
it is cured by exercises. The other is a more 
serious disability ; namely, ataxia of the trunk. It 
is frequently mistaken for ataxia of the legs and 
if not recognized and proper trunk exercises em- 
ployed, the results will be disappointing. Such 
errors are common and contribute to some of 
the apparent failures of this method. On the 
other hand, some years ago I saw walking across 
the floor of the New York Academy of Medicine, 
to the tune of an acclamation such as is usually 
reserved for Teddy, a woman purported to be 
cured of a severe ataxia of tabes by the Frenkel 
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method. This woman had had an attack of 
peripheral neuritis and would have been cured if 
she had tied a red string about her ankles. 

A methodical and precise method for turning 
about must be taught to these patients, as fre- 
quently during this procedure they experience 
their greatest disability. The exercise for the 
upper extremities, for which the same general 
principles hold good, are performed with the as- 
sistance of drawing boards, checkers, peg boards 
suspended colored balls, etc., and need not be 
further described. 

I have treated by this method about twenty 
patients; most of these were treated in the Cook 
County institutions, where for a period of ten 
months they conscientiously performed these 
movements twice daily for a period of thirty min- 
utes each. The majority of these patients could 
walk without the assistance of attendants, but 
with the aid of either one or two canes or 
crutches. The others could be divided into the 
remaining three groups of Frenkel. 

Certain conclusions may be drawn from the 
observation of this group of cases. In no case 
did the ataxia remain unimproved. In all the 
ambulatory cases the improvement was marked. 


All cases formerly walking with one cane were 


able to do without it. Cases using two canes 
in some instances were able to dispense with one ; 
in others, with both. Cases walking with crutches 
were able to walk with the aid of a cane. Two 
cases showed practically a complete functional re- 
covery, one at first unable or unwilling to walk 
outside the confines of the ward, became the 
grocer’s boy for a store.opposite the institution. 
The other now runs a chicken farm. All the am- 
~ bulatory cases regained so much hope, energy, 
‘and confidence that they were able to utilize to 
the fullest their remaining functions. The cases 
which were either unable to stand or could walk 
only with the aid of attendants showed only so 


much improvement that they were able to attend — 


to themselves much easier in eating, changing 
their position in bed, or attending to the calls 
of nature. In no instance was there any un- 
toward result. In fact, the lancinating pains 
seemed to be less frequent. 

A few questions may serve to clarify the situa- 
tion. Is it practicable? It certainly is. No ap- 
paratus is necessary, the method is neither diffi- 
cult nor complicated, and the patient may after 
a period of tutelage under the physician continue 
the exercises himself. Is it successful? Nothing 
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can answer this question as well as the fact that 
upon a visit to the institution three years after I 
had been in charge I found some of the patients 
practising the exercises on their own hook. Is 
this a cure? It is not. And although many bril- 
liant results have been obtained and many pa- 
tients have been greatly benefited, too much must 
not be expected of this method and too much 
must not be promised. To what may the failures 
be attributed? First, to the improper selection of 
exercises, carlessness, and to insufficiently con- 
tinued movements. Second, to the too great de- 
struction of sensory tracts and, third, to permit- 
ting patients to become unduly fatigued, which 
destroys more function than any method can 
produce. 

What is the comparative value of those methods 
which employ only exercises without the aid of 
vision, and those employing vision? I have had 
experience only with the latter method where ex- 
ercises without the assistance of vision are em- 
ployed only after they have been mastered with 
its aid, and I can see no reason to employ an- 
other method. 

25 East Washington Street. 
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ICAL SERVICE* 

RESEARCH AND EpucATIONAL Work 
H. Doveras Sivcer, M. D.,'M. R. C. P. 


Director Illinois State Psychopathic Institute. 
KANKAKEE, ILLINOIS 

The modern hospital for the insane is a quite 
peculiar, composite institution dealing with the 
most widely varying kinds of disorder. At the 
one extreme it approaches the ordinary general 
hospital with patients suffering from various 
acute and chronic diseases, whereas at the other it 
approximates and even overlaps the reformatory 
and the penitentiary. The one factor common to 
this heterogeneous mixture is some disorder of 
conduct and behavior which renders those thus 
afflicted incapable of ordinary social life. Pri- 
marily, the motive for the segregation of these 
individuals was purely a selfish one, the protec- 
tion of society from damage. The fate of those 
thus incarcerated claimed and received but little 
interest or attention so long as they were not al- 
lowed to escape. As civilization has progressed 


*Read before the fifth annual mecting of Alienists and 
Neurologists under the auspices of the Chicago Medical 
Society, June, 1916. 
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it has come to be recognized that many such in- 
dividuals require protection from themselves and 
from the world. With this humanitarian concep- 
tion there has necessarily been a growing interest 
in conditions within the asylum and a correspond- 
ing improvement in the methods of care. 

Within quite recent times we have begun to 
realize that the conditions included under the 
caption of insanity are worthy of study; that 
some are capable of recovery or prevention and 
that the magnitude of the problems concerned 
renders them of immense economic as well as 
humanitarian importance. This is well indicated 
by the widespread tendency to substitute the name 
hospital for thatwof asylum. This can mean noth- 
ing if it does not imply the application of hospi- 
tal methods of study and research. We may there- 
for take it for granted that the need for facilities 
for research is fully appreciated and I may con- 
fine myself to the effort to indicate the character 
and variety of the problems to be faced and 
worthy of consideration in the planning and or- 
ganization of such a hospital. 

These problems may be broadly grouped for 
discussion under the following headings: 

Care. 

Treatment. 

Prophylaxis and after-care. 

It has already been pointed out that the prob- 
lem as to how most safely and economically to 
care for these persons was for long practically the 
sole one. This was the natural outcome of the 
general impression that the insane were not 
capable of recovery. Consequently these institu- 
tions have been regarded as concerned purely with 
housekeeping details and this attitude is still far 
too prevalent even in official quarters. Yet, even 
with a knowledge of the real facts, it is true that, 
hospitalize as we may, the problem of care is 
still a highly important matter. Many of the in- 
mates are doomed to a life-long residence in an 
institution and there is yet much to be done to 
make the conditions of such existence satisfactory. 
Even the most optimistic administrator will not 
venture to claim that the last word has been said 
even upon such simple and everyday matters as 
the best methods of housing, feeding, clothing and 
supervising such patients. The long list of pa- 
pers in this symposium dealing with these ques- 
tions is sufficient demonstration of the fact that 
there is still much to be learned and that these 
are legitimate topics for research and earnest con- 
sideration. Since they have already been widely 
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dealt with I shall pass them over without more 
comment. But permit me to indicate one direc- 
tion in which research is especially needed and 
which requires proper equipment and qualified 
investigators. I refer to the employment and oc- 
cupation of patients. This has its economic side 
but is of far more importance as a means of care 
for the patient. Occupational diagnosis will come 
to play a gradually increasing part in our social 
system at large, both for efficiency and economy. 
The methods for reaching reliable conclusions are 
still to be worked out, but there can be no doubt 
that it will prove a large factor not only in suc- 
cussessful administration of the hospital, but also 
in the more important field of prophylaxis. Re- 
search along this line has only started and we are 
still in the stage of trial and error. Correlation 
of the results of such trials with the findings from 
detailed studies of the make-up and personality 
of the individual are still to be made. This means 
well-equipped and diversified industrial depart- 
ments with fadilities for education with careful 
observations and records. I am firmly convinced 
that there exist greater prospects of improvement 
in general welfare and upkeep, as well as economy 
in management, in this direction than in any 
other. 

The problem of treatment may be considered 
under two categories. First is that which aims 
directly at the cause of the disorder and, second, 
that which is purely symptomatic. It is a great 
mistake to'assume that the latter is merely tem- 
porizing and of no importance. All treatment 
is merely an adjuvant to the natural reactions of 
the body which must, in every. instance be the real 
curative agency. Symptoms, properly understood, 
represent these reactions and are hence efforts 
towards the removal or neutralization of the 
cause. Yet, though more or less well adapted to 
deal with the disease or difficulty present, they 
may nevertheless do harm by interfering with 
other functions. Emotion, for instance, is a re- 
action of the body more or less adequately de- 
signed to meet conditions of the body and envi- 
ronment. But emotion implies an enormous.up- 
set in the general functioning of the body, 
changes in the pressure and distribution of the 
blood, interruption of digestion, etc., which may 
of themselves, if sufficiently severe and prolonged, 
cause the death of the patient. Fever undoubtedly 
is an important means of defense but may be so 
intense as to destroy the body it is defending. 
Hence symptom control is one of the most im- 








portant duties of the physician and a study of 
symptomatology and symptomatic remedies of 
vital necessity... 

Yet obviously measures directed towards the 
eradication of the causa morbi are the fundamen- 
tal purpose of our treatment, for in this way we 
are enabled to permit and intelligently assist 
the symptoms to achieve the results for which 
they are designed. Upon this determination of 
the cause must also depend our ability to prevent 
disease which is the principal object of medicine 
today. While then not neglecting the study of 
symptoms and the effects which they produce we 
reach the really fundamental problem when we 
turn to consider etiology and pathogenesis. 

Let me first point out that the problem of caus- 
ation is an extremely complicated one requiring 
all kinds of investigation, and it is a mistake to 
think that the answer is to be found of necessity 
in the laboratory. The objective fact in all cases 
of so-called insanity is disorder of conduct in re- 
lation with social conditions as’ they are. In 
other words there is some disturbance in the 
adaptation of the effector organs of the body to the 
environment. Hence one must realize that the 
error does not necessarily lie in the muscles and 
glands of the body or even in the brain, which 
serves as the means of co-ordinating these organs 
with the conditions of the environment but may 
lie outside of the body altogether. 

A simile may perhaps make this more clear. 
An automobile consists of a number of individual 
parts, each of which has a certain function to per- 
form. These parts are so connected that, like the 
body deprived of the brain, they carry on a co- 
ordinated activity automatically within certain 
limits. But the automobile is required to main- 
tain relations with a widely varying environment. 
The connecting link between that environment 
and the working parts of the machine is the driver 
who is able to control the various parts, and thus 
produce purposeful adjustments of the ma- 
chine to conditions as they arise. Every now 
and then the machine under the control of its 
driyer will commit, what may be described as. an 
unsocial act, in the sense that it conflicts with the 
requirements of social organization. For instance 
it may kill a pedestrian. This may come about in 
various ways. First, it may be due to some defect 
in the machinery such as poorly constructed steel 
which by breaking destroys the steering appara- 
tus. Or the error may lie in the driver who is 
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perhaps intoxicated. Again it may be in the 
pedestrian who perhaps has a fit and falls in 
front of the machine. But it must also be realized 
that the accident may happen without any mate- 
rial deficiency in the machine, the driver or the 
pedestrian. Such would be the case if either the 
driver or the pedestrian were untrained or wrong- 
ly instructed. Hence in order to determine the 
cause of the unsocial act it would not suffice 
merely to study the parts of the machine or even 
the condition of the driver; one must also inves- 
tigate the pedestrian who here represents the 
environment, 

In just the same way, to arrive at a conclusion 
as to the meaning of the social maladaptation 
which is called insanity, it is necessary to investi- 
gate the body organs of the patient, the mechan- 
isms which adapt the functions of these organs 
to the conditions of the environment, that is to 
say his brain in action or mind, and the environ- 
ment itself, Furthermore we have no right to 
conclude that, because we find certain deviations 
from the usual in any one of these spheres, we 
have therefore the whole facts. There may well 
be a combination of factors and some of the patho- 
logical findings may even be the result of the dis- 
order instead of the cause. In his effort to avert 
the accident the driver of the automobile may do 
something which results in damage to parts of 
the car and we might reach an entirely erroneous 
conclusion that this damage had caused the acci- 
dent. It may, it is true, have been a contributory 
factor in the sense that if the part in question 
had stood the strain placed upon it the method of 
meeting the situation adopted by the driver might 
have been successful in its purpose. 

The hospital, then, must provide for the fol- 
lowing classes of investigation : 

The study of the bodily organs. 

The study of the personality, the biologic psy- 
chology or habits of adjustment. 

The study of the environment. 

The great criticism which can be made of most 
of the work so far done is that it has been too one- 
sided, paying attention more or less exclusively 
to some one or other of these phases and perhaps 
to some one point. We cannot hope to obtain 
conclusions of real etiological value unless the 
material is studied from every point of view and 
the results considered as a whole. This means 
teamwork of a high order upon the part of the 
medical staff and there is room for men with spe- 
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cial interests in all directions. It also means a 
staff of considerably greater magnitude than that 
usually provided. 

The study of the patient implies the provision 
of all known means of physical diagnosis, with 
properly equipped laboratories for clinical investi- 
gations of all kinds, serological, bacteriological, 
chemical and psychological. With these must be 
correlated the findings by histological methods 
upon material removed for the purpose or ob- 
tained postmortem. In estimating the value of 
the findings in any one of these departments it 
must never be forgotten that disorder of func- 
tion and finally even structural change may be 
the result of social maladaptation or the effect 
of some intercurrent and unrelated disease proc- 
ess instead of the cause of the so-called insanity. 

The investigations so far considered represent 
a study of the tools with which the patient has 
to work in the struggle for existence of himself 
and his race. We next come to the question as 
to how he uses them, his personality. For this 
purpose we have first the opportunity to observe 
his reactions to conditions which are subject to 
our control, that is to say his manner of meeting 
the situations in which we may place him, by 
question and otherwise, inside the hospital. This 
makes up a large part of what is called the men- 
tal examination of the patient. Unfortunately, 
it too often tends to degenerate into a mere rou- 
tine and the purpose becomes reduced to an effort 
to tag a name onto the type of reaction. What is 
really needed is a detailed record of the adjust- 
ments which the patient makes under situations 
purposely planned for the investigation of this in- 
dividual case. Obviously it must always contain 
an exact description of the situation as well as 
of the reaction. When thus carried out there be- 
comes possible an analysis of the material and a 
more or less clear conception of the make-up and 
habits of adjustment of this patient at the time 
of the mental disorder. Such a description, when 
allotted a name,is often spoken of as a diagnosis 
of the insanity, but it really represents nothing 
more than the characterization of the mode of 
reaction. To this must be added the information 
as to-methods of adjustment which were habitual 
to the patient throughout his life prior to admis- 
sion to the hospital, obtained from every available 
source. At the same time there would be secured 
a story of the conditions under which the patient 
has lived, the heredity and the character of the 
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persons with whom he has been associated, upon 
whose training and example must depend much 
of the patient’s personality. In so doing we are 
also fulfilling the requirements of the third factor 
mentioned above, the study of the environment. 

The means whereby this information is to be 
obtained is an extremely important topic for 
consideration. Experience has shown that if we 
trust to the chance visits of friends and relatives 
we shall rarely succeed in achieving the desired 
result. Information obtained by means of letters 
and formal interrogatories is almost worthless 
because of the impossibility of cross-examina- 
tion. Hence some other method is absolutely nec- 
essary and a department for the collection of in- 
formation is earnestly recommended. Such a 
corps of field-workers will be of value not only 
for this purpose but also in connection with the 
problems of after-care and prophylaxis. Local 
conditions must largely determine the organiza- 
tion of such a department, but with it, if possible, 
it would be well to combine a dispensary or out- 
door clinic for the purpose of advising incipient 
cases and the study of lesser and earlier degrees 
of faulty adjustment than those which are usually 
received inside the hospital. Such measures are 
necessary for effective research and are similar 
to the social service departments which now form 
so valuable an adjunct to the modern general 
hospital dealing with patients whose means pro- 
hibit avoidable loss of time or work. 

The second phase of medical organization upon 
which I have been asked to touch is that concern- 
ing the educational functions of the hospital. 
These may be dealt with under two headings, the 
education of the physician and that of the public. 
Under the first we must consider the training of 
physicians in general and that of physicians for 
service in the hospital. It is still a fact that 
instruction in dynamic psychology and psychia- 
try is very inadequate in most of our medical 
colleges. One fact which tends to maintain this 
state of affairs is that the clinical material neces- 
sary for such teaching is to a large extent out of 
reach of the school by reason of compulsory state 
care of this class of patient. Another is a some- 
what widespread tendency to regard psychology as 
a realm of myths and speculation more or less 
beyond the pale of practical medicine. The fact 
that every medical man is bound to meet and 
deal with many cases of mental disorder should 
be a sufficient answer to this attitude. But one 
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may go much further and state that a knowledge 
of psychology is essential to all medical practice. 

Unfortunately, psychology is made to pay the 
penalty for the metaphysical fancies of the past 
as well as for the often undigested and poorly 
formulated developments and exaggerations of 
the present, with the consequence that the em- 
ployment of the adjective “psychic” is for many 
an indication of the hopeless incompetence of him 
who uses it. We may compare the attitude of 
these self-styled “materialists” with one who in- 
sists that the only way to discover the cause of 
the killing of the pedestrian by our automobile 
is a study of the structure and functional activity 
of the parts of the machine and who adds that a 
failure to discover anything wrong is proof only 
of poor technique. Just so long as the physician 
ignores the psychic mechanisms of his patients 
will the various healing cults and other mystic 
remedies flourish. The doctor untrained in, and 
ignorant of, such dynamic factors in the main- 
tenance of human life must often fail in his 
diagnosis and treatment even if he does not 
cause actual disaster. 

Hence there is needed a close association be- 
tween the hospital for the insane and the medi- 
cal college whereby the material and the experi- 
ence of the staff physician become available for 
teaching. Much is also to be gained by affording 
the graduate physician opportunities, through 
clinics and demonstrations, to appreciate and 
benefit by the special experience of the hospital. 
The advantages of such association are strictly 
mutual. The medical staff of the hospital suf- 
fers by the isolation which has usually been its 
lot and needs the stimulus of keeping in touch 
with the results and methods of research carried 
on in medical colleges. 

For the physician who is to serve on the staff 
of a hospital something more than this general 
teaching is required. It is no more reasonable, 
either for patient or physician, to place the care 
and responsibility of such a service upon the 
shoulders of men not specially trained than it 
would be to give a surgical clinic into such con- 
trol. The remedy lies in requiring all who enter 
the service to serve an apprenticeship under the 
direction of those more experienced on the staff. 
This to be effective must be carried out sys- 
tematically, definite periods being allotted to 
training in all the different departments. Spe- 
cial courses of systematic instruction may also 
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well be provided in connection with the special 
research departments just as in all universities. 
Such instruction benefits not only the student 
but also, and perhaps to an even greater degree, 
the teacher. 

‘Finally we come to the question of the edu- 
cation of the public in regard to which the duties 
of the medical staff of a hospital of this kind 
are also large. The reason for the existence of 
these special hospitals is the fact that its in- 
mates are in some way incapable of social ex- 
istence and hence the problems connected with 
its work must have a close and direct relation 
to society. More and more, as experience in- 
creases, are we forced to realize that the real 
hopes for the abatement of insanity lie in pre- 
vention rather than cure. For preventive meas- 
ures to be successful the consent and co-opera- 
tion of the public is essential. 

Free access to the hospital and its work must 
be afforded to all persons whose interest, is not 
mere morbid curiosity, and the staff should real- 
ize that such visitations, if properly employed, 
will assist in making their work more effective. 
The general practitioner who attends the clinics 
at the hospital and the properly trained social 
service worker afford a ready avenue for the 
transmission of information from the hospital 
to the public. The hospital reports and such 
journals as the Jnstitutional Quarterly, published 
in this state, can be utilized to convey facts to 
many who are specially interested. The staff 
should be prepared to participate in such meet- 
ings as this and also to accept opportunities to 
address lay audiences under various auspices. 

But in undertaking this work I feel that the 
very greatest care should be exercised to make 
sure of the grounds upon which such teaching is 
based and to avoid exaggerated and undigested 
statements which experience must always un- 
mask for what they are worth. Such ill-advised 
enthusiasms as those, for instance, which have 
been at the back of most of the eugenics propa- 
ganda must do more harm than good, for they 
are based upon poorly observed and uncorrelated 
facts and they cannot possibly accomplish what 
is claimed for them. The reaction which fol- 
lows the inevitable failure of such schemes, well 
intended as they are, cannot help but render the 
public more suspicious and difficult of approach 
in regard to future, better founded, efforts 
towards prophylaxis. 
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RECURRENT STREPTOCOCCUS VIRI- 
DANS ENDOCARDITIS WITH UNUSUAL 
MENINGEAL COMPLICATION. 


Watter H. Napier, M. D., CHICAGO, AND 
Ricuarp F. Hernpon, M. D., SPRINGFIELD. 


Streptococcus meningitis, either when it occurs 
in the course of endocarditis or in other forms 
of sepsis, is almost invariably fatal. The case, 
here described,* of endocarditis due to Strepto- 
coceus viridans is of special interest by reason 
of the fact that symptoms of meningitis associ- 
ated with streptococci in the cloudy cerebrospinal 
fluid on repeated punctures, occurred in the 
course of the disease and dominated the clinical 
picture for nearly two weeks, after which the 
symptoms subsided and the spinal fluid became 
clear; after death from cerebral embolism there 
were found signs of healing meningitis. These 
findings suggest recovery from streptococcus men- 
ingitis—an unusual occurrence. DuBois and 
Neal’ have reported the recovery of a case of 
meningitis due to Streptococcus pyogenes. In 
a search of the literature they found three in- 
stances of recovery of streptococcus meningitis 
complicating otitis media. Mygind* reported 
six cases of otitic meningitis with recovery after 
operation, but did not state the nature of in- 
fection. 

Case Report. The patient, a woman, aged 18 years, 
was admitted to the medical service of Drs. Tice 
Slaymaker in the Cook County Hospital. 
October 14, 1915, complaining of pain in the legs and 
arms, of fever and sweats and of headaches. Two 
weeks previously she had developed a “cold” with 
cough and precordial pain which lasted 10 days. The 
day before admission she went to bed because of 
weakness, epistaxis and fever. There had been no 
real chill. Appetite was good. She had not menstru- 
ated for 3 months. 

At the age of ten after a “cold” she had angina and 
pain in the extremities which kept her in bed for two 
weeks. One year ago she had a similar illness which 
lasted 4 weeks. 

The patient was well nourished, but anemic and 
feverish. The left palpebral fissure was smaller than 
the right. At times the upper lid drooped. The 
pupillary reflexes were normal. The teeth appeared 
good, while the tonsils were diffusely reddened. No 
herpes. Scattered over arms and forearms and less 


and 





*This case has been reported by Dr. Frederick Tice in 
the Medical Clinics of Chicago, 1916, 1. No. IV, p. 625 and 
No. V, p. 987. 

1. DuBois, P., and Neal, J.: Streptococcus Meningitis with 
Report of a Cured Case, Arch. Pediatrics, 1915, XXXII, No. 
1, p. 28. 

2. Mygind, H.: The Operative Treatment of Otitic Menin- 
gitis, Jour. A. M. A., 1910, LV, 759. 
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on chest and about knees were petechiae. The head 
was slightly retracted and the neck muscles were 
rigid. Precordial pulsation was marked. Apex in 
the 5th interspace 13 cm. from the mid-sternum. 
Heart dullness to the 3d rib superiorly, 3% cm. to 
the right and 14 cm. to the left of the mid-sternum. 
The first apical sound was short and loud, preceded 
by a murmur which was localized, and accompanied 
by a systolic blow transmitted to the axilla and back. 
A presystolic thrill was present. Pulmonic second ac- 
centuated. A soft systolic blow was heard over the 
other valve areas. Tite radial pulse was regular and 
of fair quality. Blood pressure, 98-57. Spleen and 
liver were palpable. Ankles slightly edematous. No 
arthritis. Reflexes were all exaggerated, especially 
the right patellar. Kernig’s sign was persent. Hemo- 
globin 58 per cent (Dare). R. B. C. 3,840,000; W. 
B. C. 13,700. Urine was normal. Temperature, of 
septic type, was 102° F. on admission. Several times 
it fell almost to normal and remained low for several 
days. Later it became more irregular, reaching 104°. 

Course. Upon admission, meningeal symptoms 
were most pronounced. The spinal fluid was turbid, 
under increased pressure, Noguchi positive, 280 cells 
per cm., 95 per cent of which were polymorphonuclear. 
Smears contained very numerous intra- and extracel- 
lular diplococci staining poorly or not at all by Gram’s 
method, while cultures were negative. 

The following day the fluid contained 2,000 cells 
per cmm. and many extracellular Gram positive dip- 
lococci. As it was thought that the apparently Gram 
negative organisms might be meningococci, 30 cc. of 
antimeningococcus serum was injected at the time of 
the first puncture. On the second and third days, 
also, 30 cc. of serum was used to replace about 20 cc. 
of spinal fluid withdrawn. On the third day menin- 
geal symptoms were more marked. Ptosis of the left 
upper lid was complete. 

On the seventh day two colonies of Streptococcus 
viridans were isolated in “shake” cultures of the 
spinal fluid. At this time a diffuse, profuse, erythe- 
matous rash with a few subcutaneous hemorrhages 
developed. On the tenth day the spinal fluid was 
much less turbid and the patient was brighter. 450 
cells were present. On the eighteenth day, although 
spinal Quid was almost clear and no organisms were 
seen in smears, a single colony of Streptococcus viri- 
dans was isolated. There were 30 cells per cmm. 

Three weeks after admission motor aphasia de- 
veloped. The patient became semicomatose, tempera- 
ture rose to 104°. The next day there was complete 
right sided hemiplegia. Ankle clonus was marked on 
right side, slight on left. Spinal fluid was again tur- 
bid, 1100 cells per cmm. A few cocci were found in 
smears and several colonies in cultures. On the 23d 
day right external strabismus appeared. Pupils were 
small and sluggish. On the 29th day the spinal fluid 
was clear, contained 10 cells per cmm. and smears 
and cultures were negative. The mental condition 
was improved. Spasticity of the right side. Later 
the patient became brighter and was able to move 
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the right arm slowly. Heart action was weak and 
irritable. 


On the 26th day in the hospital the spinal fluid was 
clear. No organisms in smear or culture. On the 
following day, after the appearance of a fresh crop 
of petechiae on chest and right arm and a right con- 
junctival ocular hemorrhage, the patient died. 

Blood culture made on the first day and on 6 sub- 
sequent occasions showed many colonies (10-15 per 
cem. of blood) of Streptococcus viridans in pure 
culture. 


The urine contained much albumin and many red 
blood cells on the 5th day. Cultures a few days 
later, and at no other time, contained several colonies 
of Streptococcus viridans. Ten days after onset of 
hematuria the urine again was normal. 


Necropsy. The pericardial sac was obliterated by 
fibrous adhesions. The heart was greatly enlarged. 
The narrowed mitral ring measured 6 cm. in cir- 
cumference. The mitral valve was deformed by cal- 
careous and fibrous thickening. On the free border 
were two elevated areas approximately 4 mm. in di- 
ameter, situated on a base of calcareous material. 
These areas were soft, yellowish, easily torn from 
their attachment. On the left lateral wall of the left 
auricle was an area about 2 cm. in diameter on which 
were many slightly elevated, soft, yellowish, friable, 
easily detached thrombi, evidently due to implantation 
from mitral regurgitation. The other valves were 
normal. The spleen contained a small infarct. The 
cerebrospinal fluid did not seem to be increased in 
amount. The leptomeninges were hyperemic, with 
very slight fibrinous exudate along the course of the 
larger vessels, particularly on the right side. The 
spinal cord was not exposed. The brain contained a 
soft, gray, purulent, pea-sized area in the left internal 
capsule. There was a soft area about 2 cm. in di- 
ameter in the right temporal lobe in the anterior 
portion, adjacent to the middle cerebral artery. 


Cultures made postmortem from the lesion of the 
right temporal area of the brain, and from the splenic 
infarct contained numerous colonies of Streptococcus 
viridans. Those from the mitral valve excrescences 
and from the auricular implantations contained Strep- 


tococcus viridans associated with Staphylococcus 
albus. ss 
Cultures. All cultures made from the blood (upon 


7 occasions) contained many colonies of streptococcus 
viridans in pure culture. From the spinal fluid a few 
colonies were isolated with difficulty (3 times in 7 
attempts). Cultures of catheterized urine contained 
a few colonies only at the time of hematuria. Tonsil 
cultures showed Streptococcus viridans predominating. 
The streptococci from these sources and from the 
postmortem lesions were apparently identical. They 
were not autolyzed in bile. 

Lactose, saccharose, salicin and inulin were 
mented regularly, but not mannite and raffinose. 

Complement fixation reactions, using patient’s serum 
with an antigen of heat killed suspension of organ- 
isms, were not satisfactorily obtained. 


fer- 
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Animal Inoculations. Of six rabbits receiving 
single intravenous injections of cultures derived from 
the blood, two showed increased pericardial fluid con- 
taining organisms. The myocardium and papillary 
muscles were studded with minute gray-white spots 
and the kidneys showed a few similar subcortical 
lesions, which in stained sections were found to con- 
sist of collections of streptococci and pus cells. The 
valves. were normal in all cases. 

Of three rabbits receiving two injections one 
showed hemorrhages of the tricuspid valve with 
exudate, another only hemorrhages, while the third 
presented only small, miliary hemorrhages in the 
lungs. 


RESUME. 


The case is one of chronic mitral disease with 
a recurrent infection with Streptococcus viridans. 
The septic character of the disease is shown by 
the demonstration in culture of organisms from 
the blood stream, spinal fluid and urine during 
life and from vegetations and infarcts postmor- 
tem. 

The history indicates at least two infections 
with similar onset, four and two years previously. 
The portal of entry is not certain. 

Unusual interest is attached to the predomi- 
nance of marked meningeal symptoms together 
with the findings of a streptococcus localization 
at this site. The process had apparently begun 
to heal, as suggested by the changes in spinal 
fluid and by the necropsy findings, interrupted 
by the death of the patient as the result of cere- 
bral embolism. 

Streptococci in the spinal fluid, while very 
numerous in smears, were grown only with diffi- 
culty after repeated attempts. It is interesting 
to note that the spinal fluid became clear and 
bacteria-free after the use of antimeningoccus 
serum. Whether the serum exerted any non-spe- 
cific bactericidal effect in hastening the healing 
of the meningeal inflammation is problematic. 
A similar favorable result followed its use in the 
case of DuBois and Neal. 





THE CRIPPLED CHILD.* 
Frepertck CLEVELAND Test, A. M., M. D., 
CHICAGO. 

The subject of the crippled child is one that 
has been of deepest human interest from time 
immemorial. In proof one needs but recall the 
multitude of authors and artists who with pen 
or brush have set forth one circumstance or an- 


*Read before the Chicago Medical Society, March 7, 1917. 
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other of this unfortunate victim of inexorable 
nature. His sufferings, teo often helplessness, 
more than once have appealed to hearts careless 
or callous to adult woes. 


And yet sympathy is by no means the sole 
emotion that should be aroused. The tragedy is 
greater far than that of pain alone and one that 
reaches deeply into our social organization. For 
in its ramification it stretches widely from the 
child himself as such and forms a problem in- 
volving not only the individual sufferer as a 
child, but also those upon whom he is at least a 
care and expense of time and money and often 
an almost overwhelming burden, mental as well 
as physical and financial. Nor does the problem 
limit itself to the childhood years, but too often 
persists and even increases should the sufferer 
grow to adult life, so frequently demanding much 
or all of the energies of some devoted kin or 
other caretaker in addition to the reduction or 
obliteration of the economic efficiency of the in- 
dividual himself. How often are cripples de- 
pendent in part or entirely upon others for com- 
fort or even continued existence, aside from 
being themselves able to play but little or no part 
in the maintenance of our social structure which 
for its fullest development should have the co- 
operation of us all at our uttermost endeavors. 
Distorted skeletons and muscles palsied or drawn 
unavoidably lay a toll upon the nervous and 
mental constitution of the one afflicted, the effect 
of which we see on every hand. 

On the mother while she lives in most part 
falls the heaviest burden. She it is on whom 
thrust strongest those keen, sorrowing sympa- 
thies that only motherhood can bring and on her, 
too, lie the greatest physical demands. Small 
wonder that so often both nervous and physical 
organization gives way under the continued dou- 
ble strain. But others of blood bond have their 
parts to play and the influence and need for help 
draws frequently upon strangers, as nurses, med- 
ical advisors, dispensaries, hospitals and charitable 
organizations; the last in their turn dependent 
for support upon still other members of society. 
So it is that the crippled child, frail, suffering 
bit of humanity that he is, reaches out his be- 
seeching hands to all of us. 

For present purposes, the children crippled 
through tuberculous infection are sufficient topic, 
but they are only a small third part of our crip- 
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pled children, whom we may briefly review. 
Slightly less in number than the tubercular de- 
formed, are those on whom rickets has put its 
mark, in shape of bowlegs or knockknees. Of 
all classes of deformities, perhaps these have the 
greatest probability of being restored to anatom- 
ical correctness and cdnsequent maximum effi- 
ciency in future life. Nor if neglected and 
untreated does rickets disable its victims to so 
great a degree, generally speaking, as do some 
other causes of deformity. Beginning so early in 
the life of the individual and exerting a deform- 
ing influence for so comparatively short a time, 
Nature by herself in the ensuing years of 
growth frequently, almost or entirely, obliterates 
the early ravages. And when such is not the case, 
in the vast majority of instances, the damage is 
more along esthetic than disabling lines, and 
yields to self-treatment with loose trousers or 
long skirts. 

Such, however, is not the case where the 
ricketty deformity takes the phase of scoliosis, 
which, with lateral spinal curvatures due to other 
causes, make up some ten per cent of cripples. 
Here there is no spontaneous tendency to self- 
correction, but rather to persistent and rapid 
increase, too often difficult of full correction, 
despite all methods, however ingenious or appar- 
ently anatomically correct, where skeletal changes 
of much degree present. The scolioses of non- 
ricketty origin, whether paralytic or of various 
static causations, present difficulties of their own, 
which must be combated whenever possible, or a 
distorted torso with displaced and damaged vital 
organs will generally be the ultimaté result and 
the economic efficiency suffer along with the gen- 
eral health. One unfortunate feature in connec- 
tion with scoliosis, especially in cases coming to 
dispensaries, is that the condition is either not 
recognized until it has become well established 
or it has been neglected in the belief that the 
child will outgrow it, so favoring the permanence 
of the deformity with its resulting deterrent in- 
fluence on the individual’s efforts for livelihood. 
Too much stress cannot be laid on the importance 
of early diagnosis and uninterrupted treatment. 

Anterior poliomyelitis, from available statis- 
tics, seems to have furnished in the past some 
ten per cent. of the deformities of childhood in 
Chicago. In New York the percentage has been 
somewhat less. It will, however, take but few 
epidemics such as have prevailed of recent years 
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in various parts of the United States, to greatly 
increase this proportion. Though the resulting 
deformities range from helpless disability to but 
slight involvement of some of the foot muscles, 
the majority of cases present deformities of one 
or both legs below the knee, fortunately often 
amenable to treatment by operation or brace or 
both, with resultant improvement in locomotion 
and consequent better facilities for wage-earn- 
ing, as well as physical comfoft.. One feature to 
be considered is the liability of some cases to a 
scoliosis, through unequal balance of body 
muscles. The trophic disturbances also often re- 
tard limb development so that through a short- 
ened leg a static scoliosis may ensue. A census 
under way among the crippled children attending 
Chicago schools, indicates that fully one-third of 
them owe their deformities to anterior poliomye- 
litis, which may be interpreted as indicating the 
ambulatory nature of many of these deformities 
or at Jeast that mental disturbances do not keep 
pace with the muscular. 

The opposite is the case with the paralyses of 
cerebral origin which furnish some two or three 
per cent. of all cases of deformity. , It is the rule 
rather than the exception in these cases for the 


spastic muscles to be accompanied by noticeable 
or marked lack of proper mental development, too 
often failing to respond adequately to the most 


conscientious efforts in training. It is perhaps 
here, with warped body and scarred brain, that 
the crippled child finds his most pitiable exempli- 
fication. And yet, many of those so afflicted can, 
by dint of proper care and training, be lifted into 
positions of self-helpfulness and even enabled to 
be self-sustaining. — 

Congenital defects, chief among which are 
clubbed feet and hip dislocations, constitute ap- 
proximately ten per cent. of all deformities. Of 
these, the club feet are at the present time so 
generally subjected to treatment, with such 
usually satisfactory results, that as an element of 
adult disablement they are practically negligible, 
a state of things quite different from that prevail- 


ing in former generations, when many congenital 


club feet went on to adult life uncorrected. The 
percentage of correctible congenital hip disloca- 
tions, too, has greatly increased in the past 
twenty years and the condition is by no means 
the| bugaboo of earlier years. Club hands, con- 
genital shoulder dislocation, intra-uterine ampu- 
tations, congenital elevation of the scapula, spina 


ILLINOIS MEDICAL JOURNAL 


May, 1917 


bifida, and other less common congenital defects 
but difficult of alleviation, are fortunately rere. 

Static foot deformities, per se, are compara- 
tively infrequent among children, usually not ap- 
pearing until adolescence or later. Probably an 
over-arching is the most common minor disturb- 
ance of the juvenile foot, sometimes most likely 
referable to an extremely light and unrecognized 
attack of anterior poliomyelitis, and again of 
doubtful origin. A true sag-foot—I prefer the 
term to the more common, but often inaccurate 
expression flat-foot—is not common in children, 
but may present after some severe systemic in- 
fections or be the result of rapid increase in body 
weight. Taut-foot, that tightening of the 
Achilles tendon and increase of the longitudinal 
arch, with the usual flattening of the transverse 
arch, which is so common a result of high-heeled 
shoes, rarely appears before high school age, and 
is practically a feminine deformity. 

More common in Chicago children, are the 
deformities due to maiming accidents from street 
cars, automobiles or wagons with resultant ampu- 
tations of feet, hands, legs or arms. In the more 
densely populated sections of the city, where the 
street is still the usual playground, despite the 
increasing number of small parks, children so 
crippled are by far too numerous. 

Acute infections and congenital syphilis play 
their part, but it is a minor one compared with 
that of tuberculosis. From loop to suburb the 
bacillus strikes at the bones of its child victims 
among rich and poor to the amount, as before 
stated, of practically one-third of all the child 
cripples. In nearly one-half of these the spine is 
the part involved, with the hip affected in ap- 
proximately a third of the casés, and the knee, 
ankle and other joints in lessening degree. The 
significance of this in disabling effect is readily 
perceived. Upon the integrity of the vertebral 
column is the stability of the whole body depend- 
ent, to say nothing of possible paralyses by 
invasion of the spinal cord and proper locomotion 
is incumbent upon normal legs. Tuberculous 
bone infection then chooses as foci those 
anatomical regions whose involvement most ef- 
fectively disables the patient. Add to this the 
long course of the disease, the usual bone de- 
struction, the liability of metastases, the small 
percentage of anatomically perfect cures and the 
considerable mortality, and we concede bone 
tuberculosis the most dread enemy of the crippled 
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child. Improved though our modern methods 
unquestionably are, we still must admit regret- 
fully that our results are immeasurably less per- 
fect than we should like and the more earnestly 
strive for further improvement. Immobilization 
and hygiene must be our keynotes in treatment ; 
the first to prevent or lessen deformity, and the 
second to shorten the course of the infection. 
Brace, cast, frame or bone splint must be used as 
our best judgment dictates, coupled with the most 
nutritious diet, fresh air and lastly sun treat- 
ment, which in the past few years is forging to 
the fore as an adjunct whose value we have been 
slow in fully appreciating. The closing of dis- 
charging sinuses, sometimes of years’ duration, 
during a summer’s exposure of the involved area 
to the direct rays of the sun, at first for five 
minutes daily, and then with as rapid increase 
as possible, to the full period of daylight, is be- 
coming more and more common and is encour- 
aging to the highest degree. The use of vaccines 
and sera from the tubercle bacilli has been disap- 
pointing to many, and yet in the hands of others 
has seemed to a valuable adjunct. Personally it 


has seemed as though perhaps the failures might 


in part be due to an error in the protein sub- 
stances selected for injections, as for instance, a 
bone infection due to bovine bacilli might 
theoretically be expected to yield, if at all, better 
if a preparation from bovine bacilli were em- 
ployed, but the subject is as yet too controversial 
and the possibilities of mixed infection too great, 
to warrant any dogmatic assertions. But on the 
absolute necessity of immobilization and hygiene 
there can be no argument. 

Chicago presents some interesting features in 
regard to the distribution of bone tuberculosis 
within its confines. Whether they are dependent 
upon the proven fact that a large proportion of 
bone tuberculosis in children are of the bovine 
type, cannot now be said. But the statistics at 
hand show that in an area three miles equare, 
with the Stockyards in the center, the cases of 
bone tuberculosis comprise forty per cent. of all 
the cases of deformities. In the remainder of the 
city the percentage of bone tuberculosis cases to 
all other deformities is but twenty-nine and a 
half. Some of the cases in this category date 
back a quarter of a century, and there is no 
possibility of ascertaining whether the infection 
was of human or bovine type, and consequently, 
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it is but theorizing to recall that at that time 
there were many more tuberculous cattle herded 
in the stockyards than now is the case. The pos- 
sibilities in the proximity of infected cattle, and 
of the inhalation of wind-borne bacilli, however, 
suggest a plausible speculation. Be that as it 
may, the same statistics show a percentage of but 
twenty-nine for tuberculous bone deformities on 
the West Side, in spite of all its many congested 
tenement districts. 

The ethnology of the crippled child is of no 
small interest. To go back to the deformities due 
to rickets, by far the majority of such cases in 
Chicago are, by recént ancestry at least, from 
sub-tropical regions, particularly those lying 
about the Mediterranean, as they occur chiefly 
among the Italians, Greeks, Syrians and Negroes, 
in whom over eighty per cent. of the deformities 
are ricketty. The Scandinavians show only ten 
per cent.; the Irish, fifteen; the Germans, 
twenty, and the Americans, twenty-five. But the 
term American in this sense is an elastic one, 
though it is intended to cover at least two gen- 
erations in this country. 

As regards scoliosis, it comprises over twenty 
per, cent. of deformities in Germans and Bohe- 
mians, fifteen in the Irish, and but six in the 
Americans, while among the Mediterranean races 
the cases are so few as to be notable. 

Anterior poliomyelitis appears to be quite in- 
discriminate in its selection of races. 

Congenital deformities make eleven per cent. 
of the American deformities, and ten per cent. 
each in the Irish, German and Scandinavian ; 
five per cent. in the Polish and but two per cent. 
among the Negroes. 

In contradistinction to rickets, more northern 
regions give a greater susceptibility to bone 
tuberculosis, as among Americans these deformi- 
ties form forty-three per cent. of the whole, while 
the English, Irish, Scandinavians and Poles show 
almost fifty per cent. each. The Germans are 
somewhat less, with thirty-five per cent.; the 
Negroes have about thirteen per cent. of their 
deformities tuberculous, and the Mediterranean 
races suffer comparatively little, at least in 
Chicago, from bone tuberculosis. 

It would appear, then, that in this city, per- 
haps the most cosmopolitan in America, the 
problem of the crippled child is of peculiar im- 
portance, as the various ethnic strains allow him 
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to appear in protean forms. Considering that the 
bulk of our population is of North European 
ancestry, and that those nationalities have proven 
the most liable to tubercular infection, it seems 
likely that the problem of bone tuberculosis is 
the one which will require the most vigorous 
struggle. But let us so conduct ourselves that 
our Crippled Child, be he Briton, Scot, Celt, 
Scand, Teuton, Slav, Frank, Latin, or Greek, 
when he arrives at manhood, may prove a sound 
American. 





SPECIAL BULLETIN STATE BOARD OF 
HEALTH 


Several numbers of Jllinois Health News, the official 
bulletin of the State Board of Health, are now ready 
for the mails, and will be found to be especially inter- 
esting publications devoted to special lines of public 
health and sanitary work. 

The December number contains a summary of the 
activities of the Board of 1916, and has been held 
back on account of pressure of work in the office, 
making it impossible to obtain all the data necessary 
for this annual report. The January, February, March, 
April and May numbers are all special numbers, de- 
voted to dairies and dairy inspection, water supply and 
sewage disposal, child welfare and the management of 
baby week and baby shows, and rural sanitation and 
sanitary privies and well protection. The April num- 
ber is devoted to the recent meeting of the I!Knois 
Public Health and Welfare Association and to the 
outline of the plans of the new Department of Public 
Health. 





NEW CIRCULAR ON CLEAN-UP CAMPAIGNS 

The State Board of Health has recently issued a use- 
ful circular on clean-up and anti-fly campaigns. This 
circular will be sent in any reasonable quantities with- 
out cost upon application to the Secretary of the State 
Board of Health, Springfield, Illinois. 

This circular, of sixteen pages, is devoted to the de- 
tails of arranging and handling clean-up campaigns. 
There is added a section, prepared by the Bureau of 
Sanitary Engineering, devoted to the plans of simply- 
constructed fly traps. 





MUNICIPAL SANITARY SURVEYS 

The city of Quincy is undergoing a “birdseye sani- 
tary survey” which is being carried out by a repre- 
sentative of the United States Public Health Service 
at the instance of the women’s clubs of that city. 

A sanitary survey is contemplated by the people of 
Freeport. 

The April number of Health News will contain a 
preliminary report of the sanitary survey of Cumber- 
land County, made through the cooperation of the 
United States Public Health Service and the State 
Board of Health under the direction of Surgeon L. L. 
Lumsden, of the Public Health Service. 
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IMPROVED WATER SUPPLY FOR 
JACKSONVILLE 


As the result of an appeal from the city of Jackson- 
ville, the State Board of Health, the State Water Sur- 
vey and the State Geologic Survey have presented a 
plan for the development of an adequate supply of pure 
water. For the time being the city will increase the 
number of wells now employed and, in the future a 
system of larger supply will be worked out. 





"TWAS EVER THUS 


“The Devil was sick, 
The Devil a monk would he. 
The Devil got well, 
And Devil a monk was he.” 


When I am well I josh the doc, and say his pills 
are made of chalk, which never cured a human ache; 
that all his science is a fake. I roast him bitterly 
because he is too handy with his saws, and seems so 
anxious to remove one’s backbone from its oldtime 
groove. But when my organs all go wrong, and I’m 
no longer hale and strong, but doubled up with griev- 
ous pains, clear from my fetlocks to my brains, the 
doctor is my only hope; I clamor for his pills and dope. 
And if he brings his saw and spade, and says he thinks 
he'll have to wade all through my system with the 
same, I say, “Go on, and hew my frame!” And when 
I’m lying on my bed, with poultices upon my head, 
I murmur softly to the nurse, “The good old doc no 
more I'll curse! His science kept me from the grave, 
and after this I will behave.” But when I’m on my 
feet once more I hang around the corner store, and 
say the doctor is a fake who couldn’t shoo away an 
ache. Thus, when our cares have taken wings we 
hoot and jeer at solemn things—Chicago Daily News. 

Watt Mason. 





DO YOU KNOW THAT 


The constitution of the United States doesn’t men- 
tion health? 


Procrastination in sanitary reform is the thief of 
health? 

A book on “Exercise and Health” may be had free 
for the asking from the United States Public Health 
Service? 


Not everybody can achieve greatness, but everybody 
can be clean? \ 


If you sow a hygienic habit you reap health; reap 
health and you attain longevity? 


Railway cars would be sanitary if it weren't for 
the people in them? 


America’s typhoid fever bill is modre than $270,000,- 
000 a year? 
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Editorials 


My Country First, Then 


BLOOMINGTON. 
Illinois State Medical Society, 


May Eight, Nine and Ten. 
Welcome. 


Yes, we are preparing to welcome fifteen hun- 
dreds guests at our state meeting this year. 
Bloomington does things right. You will be met 
at the depot with autos and will not be left 
alone until you are cosily located in your quar- 
ters for the week. Should our hotels prove in- 
adequate our good people will open the best 
homes in the city to you and you will be escorted 
to your room, where you will sympathize with 
the poor fellow who has to put up with a mere 
hotel. If anyone has to do without a bed that 
week it will be the Bloomington doctors, for they 
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will be so busy showing you a good time they 
will have no time to sleep. Remember, Wednes- 
day is ladies’ day. And, by the way, if you must 
have a private room, just notify me that you 
will bring your wife and I will see that you get it. 
Clubs all have open house that week for the enter- 
tainment of the doctors; a stag affair that will 
rejuvenate the most aged. For reservations write 
Dr. L. B. Cavins or myself and we will see that 
you get it. . 

Don’t think because you have written one hotel 
and failed to get reservation that there is no 
room for you. There is room for all. 

Come. T. D. CanTret. 





THE BLOOMINGTON MEETING. 


Now is the time for every member of the Soci- 
ety to arrange to attend the annual meeting at 
Bloomington. It is also the time for every mem- 
ber to show interest and loyalty to the State 
Society. No state medical society is giving as 
much to its members as the Illinois Medical 
Society is giving, and the members owe it to the 
Society to attend this meeting and assist in 
making the Society serve the profession more 
fully. 

The day has passed when a state medical soci- 
ety meets, holds a scientific meeting, a formal 
social function, hands a compliment to some few 
members by electing them to office, and returns 
home, its labors ended. The activity of the vari- 
ous committees and officers has been greater dur- 
ing this year than in any year of the society’s 
existence, and each year will call for more work 
from them, than on preceding years. This the 
members should appreciate fully, and appreci- 
ating it attend the one yearly meeting, giving 
the committees and officers the benefit of their 
counsel. 

The program this year we think is an un- 
usually good one. Bloomington will treat you 
royally. You, Doctor, are missing a treat if you 
do not attend, and also, Doctor, you are not 
assisting the Society of which you are a member 
or the profession which you love, by remaining 
home. 





EYE, EAR, NOSE AND THROAT SECTION. 

The officers of the Section on Eye, Ear, Nose 
and Throat have succeeded in securing many of 
our leading men to read papers and give demon- 
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strations for our meeting. The program will 
fully attest to the fact that it is a good one, and 
should be the means of bringing out a large 
representation of men in our specialty. We 
would urge upon our confreres the desirability of 
having you with us on this occasion. Tuesday, 
May 8th, the day (from 10 a. m. to 5 p. m.) 
will be devoted to Clinics and Demonstrations; 
the work of the morning will be at St. Joseph 
Hospital and the afternoon at Brokaw Hospital. 
Luncheon will be served at the noon hour. The 
evening of May 9th at the Country Club will 
occur the banquet. The hour is 7 p. m. The 
price per plate is $2.50. Kindly note the at- 
‘tached card and send in your acceptance at once: 
Wednesday, May 9th, the day will be devoted 
to the reading of papers. Place of meeting will 
be Auditorium of the Masonic Temple. Session 
will convene at 9:30 a.m. During the meeting 
days special entertainment will be provided by 
the local committee. Speakers at the banquet 
will be Dr. Kellogg Speed, who will give us a 
talk on War Experiences in France, illustrated 
with stereopticon slides, and with special refer- 
ence to the Eye, Ear, Nose and Throat. Mr. 
Robert J. Folonie, Attorney of the Illinois State 
Medical Society, will give us a snappy talk on a 
subject that will be enlivening to the occasion. 
In addition, there will be several stunts arranged 
by the local committee. 

Begin now arranging your work so you may 
attend this meeting and we sincerely trust that 
you will be with us both at the Clinic on Tuesday, 
May 8, and the Session Work on Wednesday, 
May 9, and thus contribute to the undoubted suc- 
cess of the meeting. 


Fraternally yours, 
Ricnarp J. TivNnen, President, 
Suite 800 Monroe Building, Chicago. 
J. SuHetpon Ciark, Secretary, 
State Bank Building, Freeport. 





ILLINOIS STATE MEDICAL SOCIETY 
SIXTY-SEVENTH ANNUAL MEETING. 
Bloomington, May 8, 9 and 10, 1917. 
ORDER OF PROCEEDINGS 


Registration Office and Headquarters in the 
Exhibit Hall in the basement of the Masonic 
Temple. 


May, 1917 


First Day—Tuesday Morning 
10:00 Clinics for Section on Eye, Ear, Nose 
and Throat. 
Eye and Ear, Brokaw Hospital. 
Nose and Throat, St. Joseph’s Hospital. 


Tuesday Afternoon 


2:30 Call to order of the Society in General 
Session by the President, William L. 
Noble, of Chicago. Auditorium of 
Masonic Temple. 

Report of Chairman of the Committee on 
Arrangements, H. L. Howell, Bloom- 
ington. 

3:00 Call to order of the Secretaries’ Confer- 
ence by the President, H. B. Henkel, of 
Springfield. Auditorium of Masonic 
Temple. 


Tuesday Evening 


7:00 Banquet of Section on Eye, Ear, Nose and 
Throat. Country Club. Dr. Kellogg 
Speed and Mr. R. J. Folonic, both of 
Chicago, will speak at the banquet. 
Price per plate, $2.50. 

8:00 Call to order of the House of Delegates, 
by the President, William L. Noble. 
Blue Lodge Room Masonic Temple. 


Second Day—Wednesday Morning 


9:00 Call to order of Sections One and Two 
for Reading and Discussion of the Pa- 
pers of the Program. Auditorium of 
Masonic Temple. 

Call to order of the Section on Eye, Ear, 
Nose and Throat, R. J. Tivnen of Chi- 
cago, Chairman. Blue Lodge Room, 
Masonic Temple. 

Call to order of the Section on Public 
Health and Hygiene. G. F. Ruediger 
of La Salle, Chairman. Basement of 
Masonic Temple. 

12:30 Adjournment for Luncheon. 


Wednesday Afternoon 


2:00 Call to order in General Session by the 
First Vice-President, C. F. Newcombe, 
of Champaign. Auditorium of Masonic 
Temple. 

President’s Address, William L. Noble, 
Chicago. 
2:30 Reconvening of the Sections. 
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Oration in Medicine, Aldred 8. Warthin, 
Ann Arbor, Michigan. 


Third Day—Thursday Morning 


9:00 Call to order of Sections One and Two 
for the Continuation of the Program. 

11:00 Oration in Surgery, Alexius McGlannan, 
Baltimore, Md. 

12:30 Adjournment for Luncheon. 


Thursday Afternoon 


1:30 Reconvening of Sections One and Two. 
4:00 Call to order by the President to Receive 
the Report of the House of Delegates. 
Induction of the President-elect. 
5:00 Final Adjournment. 


ENTERTAINMENT FOR MEMBERS AND LADIES 


Wednesday Afternoon 


12:00 Automobile Ride. 
1:30 Luncheon, Bloomington Country Club 
House. 


Wednesday Evening 
7:30 Theatre Party. 


OFFICIAL PROGRAM. 
SEcTION ONE. 


Frederick Tice, Chairman, Chicago. 
C. Martin Wood, Secretary, Decatur. 


Section Two. 


James .H. Finch, Chairman, Champaign. 
John 8S. Nagel, Secretary, Chicago. 


Wednesday, May 9, 1917, 9 A. M. 


Diabetes—The Initial Fast and Tolerance 
Testing E. J. Brown, Decatur 
Discussion, A. C. Croftan, Chicago. 

A New and Efficient Method for the Diag- 
nosis and Determination of the Cure of 
Gonorrhea Louis D. Small, Chicago 
Discussion, C. Hugh McKenna, Chicago. 
Discussion, Darwin Kirby, Champaign. 

Albert Welfeld, Chicago 
Discussion, W. A. Melton, Warrensburg; 

Henry Schmitz, Chicago. 

Caésarean Sections........ H. M. Orr, La Salle 
Discussion, George B. Kelso, Bloomington; 

T. J. McKinney, Champaign. 

Constipation, Its Causes and Management. . 
badass cadetucesen C. E. Wilkinson, Danville 
Discussion, L. C. Taylor, Springfield. 


EDITORIAL 


Late Results of Goiter Operations 
E. P. Sloan, Bloomington 
Discussion, Frank Buckmaster, Effingham; C. 
U. Collins, Peoria. 
Hemolytic Jaundice...... C. A. Elliot, Chicago 
Discussion, W. H. Nadler, Chicago. 


Wednesday, 2 P. M. 


President’s Address. . William L. Noble, Chicago 
Oration in Medicine—“The Role of Syphilis 
in Internal Medicine” 
...-Aldred 8. Warthin, Ann Arbor, Michigan 
Prostatectomy in Tabetics 
E. Starr Judd, Rochester, Minn. 
Individualization in the Treatment of Sur- 
gical Inflammations 
Edward H. Ochsner, Chicago 
Discussion, George G. Davies, Chicago; Ben- 
jamin F. Lounsberry, Chicago. 
Roentgen Findings in Luetic Lesions 
E. 8. Blaine, Chicago 
Discussion, W. G. Bain, Springfield; H. W. 
Grote, Bloomington. 
Vagatonia Frank P. Norbury, Springfield 
Discussion, W. A. Crooks, Rock Island. 
The Lower Abdominal Incision 
Henry T. Byford, Chicago 
Discussion, Frank T. Andrews, Chicago; 
Franklin H. Martin, Chicago. 
One Step Further in the Treatment of Acid- 
osis in Children 
H. C. Blankmeyer, Springfield 
Discussion, Joseph Brennemann, Chicago. 
Operation for Cystocele by the Abdominal 
W. L. Gray, Champaign 
Discussion, T. J. Watkins, Chicago; F. W. 
Barton, Danville. 


Thursday, May 10, 1917, 9 A. M. 


SYMPOSIUM 
(Papers limited to fifteen minutes.) 
Specificity and Non-specificity of Vaccines 
D. J. Davis, Chicago 
Vaccines for Prophylaxis 
G. F. Ruediger, La Salle ° 
Vaccines in Internal Medicine 
Louis J. Mix, Chicago 
Vaccines in Typhoid Fever 
Fine dn cavounPaaten S. R. Slaymaker, Chicago 
Vaccines in Pertussis 
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Discussion, O. L. Schmidt, Chicago; F. J. 

Mittan, Decatur. 

Head Injuries with Special Reference to 
Their Intracranial Complications 
neds de4tanbenes.c evan T. A. Davis, Chicago 

Oration in Surgery—“The Conquest of Can- 

Alexius McGlannan, Baltimore, Md. 

The Physician and the Proof of Death or 
Disability, for the Insurance Company. . 
ond ianve'se-0% ealedetcrks C. U. Collins, Peoria 
Discussion, 8. E. Munson, Springfield. 

Fracture of the Pelvic Bones and Resulting 

Injuries to the Urethra and Bladder 

H. C. Mitchell, Carbondale 
Discussion, 0. O. Stanley, ‘Urbana; Carl E. 

Black, Jacksonville. 

Surgical Emergencies in the Uro-genital 
Tract and Their Management 
cccvccccscocecccescvces Me MNO, Chicago 
Discussion, E. P. Sloan, Bloomington; Lewis 

Wine Bremerman, Chicago. 

“Lest We Forget,” or Crawford W. Long, the 
Discussion, C. U. Collins, Peoria. 

First Anesthetist....C. B. Johnson, Champaign 

Role of the Prostate in Acute Gonorrheal 
Infections Ben Baird, Galesburg 
Discussion, C. M. Rose, Galesburg; W. L. 

Karcher, Freeport. 

Morbidity Incident to Obscure Hernias.... 

[ipo keeaws keeee-c J. L. Wiggins, E. St. Louis 
Discussion, Don Deal, Springfield; W. F. 

Grinstead, Cairo. 

Plastic Surgery Lawrence Ryan, Chicago 

Filariasis from a Surgical Standpoint 

H. M. Greaves, Sidney 
Discussion, J. 8S. Mason, Urbana. 
An Etiological Study of Arthritis 
Warren L. Rainey, E. St. Louis 
Discussion, Nathaniel Allison, St. Louis, Mo. ; 

Philip Kreuscher, Chicago. 

Srotion on Eyez, Ear, Nosz anp THRoaAtT 
BLUE LODGE ROOM, MASONIC TEMPLE 


R. J. Tivnen, Chairman, Chicago. 
J. Sheldon Clark, Secretary, Freeport. 


Byer, Ear, Nosz anp TuHroat Ciinics 
Tuesday, May 8 
Eye and Ear Work at Brokaw Hospital begin- 
ning at 10 a. m. 
Tmncheon at Brokaw Hospital. 
Nose and Throat Clinic at St. Joseph Hos- 
pital, Tuesday afternoon 
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Banquet.—At 7 p. m. a banquet will be given 
for the section at the Country Club, at which 
special entertainment will be provided. Dr. 
Kellogg Speed will give an illustrated talk on 
“Surgical Experiences in France, With Special 
Reference to Eye, Ear, Nose and Throat.” Mr. 
Robt. J. Folonie, attorney for the Illinois State 
Medical Society, will give a talk on a subject 
that will be of interest to all. Price per plate, 
$2.50. 


Wednesday, May 9, 1917, at 9 A. M. 


Reading of papers will commence at 9 a. m., 
Blue Lodge Room of the Masonic Temple. A 
stereopticon will be provided. Papers limited to 
10 minutes and each discussion at two minutes. 


Program. 

Treatment of Catarrhal Deafness. M. F. Ar- 
buckle, E. St. Louis. Discussion, I. M. Miller, 
Kewanee. 

What the State Can Do to Prevent Blindness. 
Willis O. Nance, Chicago. Discussion, A. L. 
Adams, Jacksonville. 

The Sub-Mucous Operation. John A. Cava- 
naugh, Chicago. Discussion, Oliver Tydings, 
Chicago. 

Treatment of Membranous Cataract. Harry 
Woodruff, Joliet. Discussion, Francis Lane, Chi- 
cago. 

Operative Procedures on the Nasal Accessory 
Sinuses. Illustrated. Norval Pierce, Chicago. 
Discussion, A. H. Andrews, Chicago. 

“Radical Mastoid Operation ; Its Termination 
with Reference to Hearing and Suppuration.” 
Charles H. Long, Chicago. Discussion opened 
by C. C. Clement, Chicago. 

Eye and Ear Work in a General Hospital. 
Frank Allport, Chicago. Discussion, Arthur M. 
Corwin, Chicago. 

The Management of Tonsillar and Adenoid 
Hemorrhage. Henry R. Boettcher, Chicago. 
Discussion, Joseph Z. Bergeron, Chicago. 

Primary Mastoiditis With Report of Case. 
Robert Sonnenschein, Chicago. Discussion, 
Wright C. Williams, Peoria. 

Depressed Nasal Deformity Corrected by Bone 
Transplantation. L. Ostrom, Rock Island. Dis- 
cussion, Frank E. Brawley, Chicago. 

The Treatment of Vitreous Opacities. Wesley 
Hamilton Peck, Chicago. Discussion, James W. 
Dunn, Cairo. 
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The Importance of After-treatment Following 
Tonsillectomy. C. F. Burkhardt, Effingham. 
Discussion, John E. Deal, Springfield. 

Optic Nerve Involvement in Tabes and General 
Paresis on the Line of New Investigation. Geo. 
F. Suker, Chicago. Discussion, R. C. Matheny, 
Galesburg. 

Some Observations on the Decompression Oper- 
ation on the Hypopysis by the Nasal Route. 
Otto J. Stein, Chicago. Discussion, J. Holinger, 
Chicago. 

Management of Malignant Disease of the Up- 
per Respiratory Tract. Illustrated with stereop- 
ticon slides. Joseph C. Beck, Chicago. Discus- 
sion, 8. A. Friedberg, Chicago. 

The Kronlein Operation. Edward E. Edmond- 
son, Mt. Vernon. Discussion, Mayer H. Leben- 
sohn, Chicago. _ 

The Use of Bacillus Coli Communis in the 
Treatment of Tuberculosis of the Larynx. Harry 
Kahn, Chicago. Discussion, Otto T. Freer, Chi- 
cago. 

Operation for Anterior Synechia With Report 
of Cases of Secondary Glaucoma and Staphyloma 
in Which It Was Used. Chas. G. Darling, Chi- 
cago. Discussion, H. Gradle, Chicago. 

The Use of Trichloracetic Acid in the Treat- 
ment of Atrophic Rhinitis. W. G. Hatch, Rock- 
ford. Discussion, Thomas 0. Edgar, Dixon. 

Presentation of a Device to Immobilize the 
Head and Eye Lids During Operations on the 
Eye Ball. E. R. Crossley, Chicago. Discussion, 
E. H. Garraghan, Chicago. 

Diagnosis of Acute Mastoiditis and Indications 
for Operation. A. E. Sherman, Aurora. Discus- 
sion, Cassius M. Craig, Champaign. 


SEcTION ON Pusiic HEALTH AND HYGIENE 


Gustav F. Ruediger, Chairman, La Salle. 
Grace H. Campbell, Secretary, Chicago. 


BASEMENT OF MASONIC TEMPLE 


Wednesday, May 9, 1917, at 9 A. M. 
The Physician and Public Health 
William E. Park, Rockford 
Some Phases of Medical Supervision of Em- 
W. E. Post, Chicago 
Some Observations on the Epidemiology of 
Poliomyelitis......... C. W. East, Galesburg 
Practical Methods of Sewage Disposal 
Edward Bartow, Univ. of Illinois 


EDITORIAL 


Medical Legislation 
indievven cee C. St. Clair Drake, Springfield 
The Division of Engineering of the State 
Board of Health 
Mr. Paul Hanson, Springfield 
Hygiene of Pregnancy. . . Effa V. Davis, Chicago 
Studies in Meningitis A. Levinson, Chicago 


. SYMPOSIUM 


The Responsibility of the State to the Epi- 
leptic Child .......... J. C. Krafft, Chicago 
The Responsibility of the State to the Nerv- 
ous Child ...... J. W. Van Derslice, Chicago 
The Responsibility of the State to the 
Choreic Child........... C. B. King, Chicago 


SECRETARIES’ CONFERENCE 


H. B. Henkel, President, Springfield. 
Flint Bondurant, Vice-President, Cairo. 
Ostella Blakely, Secretary, Fairfield. 


AUDITORIUM OF MASONIC TEMPLE 
Tuesday, May 8, 1917, at 3 P. M. 


President’s Address. ..H. B. Henkel, Springfield 
The Organization of Medical Legislative 

Work in the County Society é 

5 Sale dRGuN Oise eb ees USE F. C. Gale, Pekin 
The Duties and Problems of the Secretary of 

an Active County Medical Society 

occcsdee betes been T. G. McLin, Jacksonville 
The Importance of Legislative Work 

Don Deal, Springfield 

Medical Organization in Reference to Legis- 

lative Work .......... T. D. Doan, Scottville 


EXHIBITORS 


Horlick’s Malted Milk. 
The Loeser Smith Co. 
Taylor Instrument Co. 
Sharp and Smith. 

Wm. Meyer and Co. 
Weder Manufacturing Co. 
Radium Chemical Co. 
The Abbott Laboratories. 
J. R. Siebrandt. 

W. B. Saunders Co. 
Standard Oil Co. 
Mellins Food. 

Lederle Antitoxin. 

Reed and Carnrick. 
Phillips Chemical Co. 
P. Blakiston & Co. 
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Central City Chemical Co. 
The Standard Laboratories. 
W. D. Allison Co. 

John McIntosh & Co. 

A. 8. Aloe & Co. 

Childs Drug Co. 

jeo. W. Birde & Co. 

C. V. Mosby & Co. 





MEDICAL MEN FOR THE ARMY. 


The Committee on Medical Preparedness is 
endeavoring to organize the medical forces of this 
state for service in the United States Army. The 
government wants to know where to get medical 
men, and wants to have them ready for service. 

It is a great opportunity for the young man 
who has not yet built up a practice. It will, of 
course, be a sacrifice for the older man who has 
an established clientele demanding his service, 
but sacrifice must be, and the older men must 
go if called upon. 

We predict there will be no trouble in raising 
the quota of medical men needed from Illinois. 
In fact, we are satisfied that several times the 
required number needed could readily be secured 
if necessary. The medical profession has always 
carried its full responsibilities and will now. 
When the president calls, the profession of IIli- 
nois will respond, even to the last man. 





MEDICAL MEN FOR THE NAVY. 


Is there discrimination in choosing medical 
men for the Navy? If so, why? 

These questions may well be asked. Just why 
an order is issued from the office of the Surgeon 
General of the United States Navy to accept 
applicants who are graduates of Class A medical 
schools without medical examination for the 
naval service, should be explained. It is mani- 
festly unfair and undemocratic to refuse the 
graduate of a Class B school the same privilege 
that is offered the graduate of a Class A school. 
The graduate from a Class B school may be just 
as patriotic, and it is just possible he may be 
better fitted. 

A compilation of results of State Board ex- 
aminations, such as was recently issued by the 
Journal of the American Medical Association, 
does not show all of the poorly equipped men 
have graduated from Class B schools. Such a 
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report intimates that a number of Class A schools 
are not turning out men so well equipped as some 
of the Class B colleges. So far as medical educa- 
tion is concerned, it may be well to classify medi- 
cal colleges as A, B, C, etc., but such a classifica- 
tion has no place in the United States Navy or 
Army. Examine the men and see if they are 
fitted for the service. 

If a man is a graduate from a school recog- 
nized by the state board of examiners of the state 
in which the school is located, he should have the 
privilege of application and examination for the 
government service, and it is not well if a small 
clique is influencing the naval authorities in such 
relations, 

It is to be regretted if our highest naval medi- 
cal authorities take such a narrow, limited view, 
and it will have a very deleterious effect on the 
committees authorized by the president to raise 
a medical force for the government service. When 
the great state of Illinois examines the permits 
students from certain schools to practice, it is 
hardly pertinent for the Surgeon General to say 
all men from these schools are ineligible for gov- 
ernment service. 





AMERICAN PROTOLOGIC SOCIETY. 


The American Protologic Society will hold its 
Nineteenth Annual Meeting in New York City, 
June 4 and 5, 1917. Headquarters and place of 
meeting, Hotel Astor. The profession is cordial- 
ly invited to attend all meetings. The program 
promises some good papers, and, no doubt, the 
meeting will be well worth attending. 





THE ALIENISTS AND NEUROLOGISTS. 

The annual meeting of Alienists and Neurolo- 
gists will be held Monday, July 9, to Thursday, 
July 12, 1917, in the Red Room, La Salle Hotel, 
Chicago, under the auspices of the Chicago Med- 
ical Society. Dr. George A. Zeller will act as 
chairman. The program will be mailed June 
28, with abstract of each paper. Contributors to 
the program are solicited. This is a society with- 
out a membership fee. 

Address Bayard Holmes, M. D., Secretary A. 
& N., Room 1218, 30 N. Michigan Ave., Chicago. 

Contributions of the subjects listed on the fol- 
lowing tentative program are desired. A synopsis 
of each paper to be placed upon the permanent 
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program must be in the hands of the secretary on 
or before Saturday, June 23. 


PROGRAM 
TUESDAY, JULY 10 
Morninc SESSION 9:00 A. M. TO 12:30 P. M. 


Topics—State Hospital Architecture; exhibition of 
plans and photographs. State Hospital Custody; Ad- 
ministrative Problems of State Hospitals; Hospitals 
for Cure, Research and Prevention; Colonies for the 
Productive Insane; Therapeutic Employment and Re- 
Education. 


AFTERNOON SESSION 2:00 P. M, TO 5:30 P. M. 
Topic—General Paralysis of the Insane. 
EveNING SESSION 


One evening session will be held open for an enter- 
tainment or for important topics, should any arise. At 
present, Monday evening, July 9th, or Tuesday evening, 
July 10th, seem most preferable. 


WEDNESDAY, JULY 11 


MorNING SESSION 9:00 A. M. TO 12:30 P. M. 
Topics—Maniac Depressive Insanity, and the Minor 

Psychoses; Delirium Tremens, Traumatic Mental Dis- 

turbances. 

AFTERNOON SESSION 2:00 P. M. TO 5:30 P. M. 
Topic—Legal Aspects of Insanity. } 
The evolution of legal practice involving the question 

of mental integrity. Relations of Insanity to Criminal 

Practice. 

EvENING SESSION 
Topics—Special Program. A joint meeting with the 

Chicago Medical Society in the Marshall Field Annex 

Building. 

THURSDAY, JULY 12 


MorNING SESSION 9:00 A. M, TO 12:30 P. M. 
Topic—Dementia Precox. 


AFTERNOON SESSION 2:00 P. M. TO 5:30 P. M. 
Topics—Epilepsy. The Feebleminded. 





NOTICE. 

Rush alumni dinner will be held Wednesday, 
May 9, at the First Baptist church. Please notify 
the undersigned by 10 o’clock May 9, if pos- 
sible. 

F. C. VANpDERVORT, Vice-President, 
Bloomington. 





Correspondence 


A QUESTION OF IMPORTANCE. 


A matter of serious importance to the medical 


profession has just been concluded in the 
Municipal Court of Chicago. 

During the last winter, Dr. William A. Lurie, 
a practicing and licensed physician and surgeon, 
was arrested upon the complaint of George West, 
acting for the State of Illinois Dentistry Board, 


claiming a violation of the act prohibiting prac- 
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tice of dentistry. Dr. Lurie, after being arrested 
and placed in jail, was released on bond and the 
matter came on for hearing on April 12, 1917, 
before His Honor, Chief Justice Olson, of the 
Municipal Court and a jury. The questions 
raised by this case were as follows: 

The complaint asserted a violation of law in 
that the defendant is alleged to have practiced 
dentistry without having secured a license as a 
dentist, and undertaken to treat a disease or 
lesion of the jaw. The Attorney-General gave 
as his opinion that a physician and surgeon may 
not treat any disease having its situs at any place 
in the jaw, and that this is by law made the field 
of the dentist exclusively. The import of this 
opinion was that a physician may not treat any 
disease affecting the jaw, as for example sarcoma 
of the jaw infection in the antrum of Highmore 
tuberculosis having manifestations in the jaw— 
caries of the jaw bone—oysteomyelitis—pyor- 
rhea alveolaris, although its origin be nephritis, 
diabetes, ete. The effect of this opinion is such 
that if given its full effect, if an anesthetic were 
administered to a patient for a tonsillectomy, 
and there was present also a fracture of the jaw 
or a resection of the jaw were necessary for a 
fibroma, that a dentist would have to be called 
in to render that portion of the service relating 
to the jaw. 

The particular treatment on which the com- 
plaint in question was based was that of draining 
an antrum per ora at the site of the second bicus- 
pid, and the antrum infection extending through 
the floor of the antrum into the adjoining jaw 
tissue was curetted. There was a condition of 
the jaw which is ordinarily classified the loose 
designation of pyorrhea alveolaris (the term lit- 
erally means pus discharging from the jaw). The 
physician has so long felt secure in his right to 
correct human ailments wherever they may exist 
that it may come as somewhat of a shock to find 
that the Dentistry Act, so-called, defines the pra¢- 
tice of dentistry as the act of any person “who 
may treat or profess to treat any of the diseases 
or lesions of human teeth or jaws, or extract 
teeth, or prepare and fill cavities in human teeth, 
or correct malposition of teeth, or supply artificial 
teeth as substitutes for natural teeth; provided 
that nothing in this act shall be so construed as 
to prevent regularly licensed physicians or sur- 
geons from extracting teeth.”: 


1. Il. Reo. St. Ch. 91. 








It was the opinion of the Attorney General that 
the proviso permitting physicians or surgeons 
to extract teeth, by necessary implication ex- 
cluded them from any intervention except that 
expressly so excepted. The Dentistry Act makes 
no other proviso or exception as to physicians and 
surgeons than as above mentioned. The Medical 
Act, however, makes provision that nothing 
therein contained shall apply to the laws regulat- 
ing the practice of dentistry. 

The defendant in the instant case called upon 
the Chicago Medical Society and the Illinois 
State Medical Society for assistance, which was 
rendered through their counsel and appropriate 
committees, although not strictly within powers 
delegated to them. The matter was regarded 
of so much moment as to warrant deviation from 
the letter of the powers of the respective com- 
mittees. It was anticipated that the condition of 
the patient treated would be described as pyorrhea 
alveolaris by the prosecution, and on this theory 
defense was prepared on the proposition that al- 
though a manifestation in the jaw was treated, 
nevertheless power of the physician to treat the 
diseased antrum and to have the patient under 
observation and treatment was a necessary inci- 
dent of the practice of medicine. 

The defendant had observed the ethics to the 
last degree, as we believe, having remitted the 
patient to a dentist for the removal of artificial 
dentures, sent her to an extractionist for the ex- 
traction of teeth, and sent her to a dentist for 
the fitting and replacing of artificial dentures 
after the process of healing was complete. The 
patient had been under treatment for several 
years for nervous prostration and gastritis, and 
was sent to the defendant by a brother physician 
to diagnose and seek correction of these consti- 
tutional conditions by necessary treatments about 
the head and jaw. 

The position was taken for the defense that 
whether infective conditions in the antrum and 
jaw should more justly be treated as a local or 
primary focus, productive of constitutional 
changes and debility, or whether the constitu- 
tional infection and debility should more justly 
be looked upon as secondarily producing the 
focus in the jaw, upon the theory of an end organ 
malnutrition plus infection, is a question which 
is probably not definitely settled and that any 
attempts to eliminate the consideration of the 
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physician from the entire bodily condition, in- 
cluding jaw conditions, would be highly unfor- 
tunate.: ° 

The present prosecution was viewed as an 
undue attempt to limit the field of medicine and 
surgery, and thereby limit jaw treatments to 
those having no knowledge of the body as a 
whole, the tendency of which is, as one writer 
describes it, “to detach one’s view from a broader 
outlook in medicine. The patients who have 
suffered loss of life by operative intervention of 
dentists in diabetic pyorrhea are not inconse- 
quential in number.”* 

After hearing the case as presented on behalf 
of the state, an informal discussion was had be- 
tween the Assistant Attorney General, counsel 
for the defendant, and the court. Among other 
things, the court stated that he was of opinion 
that a physician treating a jaw had a right to do 
anything necessary about a tooth which is in- 
cidental to treating the jaw; that if it was a 
medical case the fact that a tooth was affected 
and treatment about it involved, it would be 
within the sphere of the physician. The court 
said the law was intended to reach those who 
held themselves out as practicing dentistry, and 
not cases where a physician is legitimately treat- 
ing a disease where treatment about a tooth is 
an incident of the treatment. The court ex- 
pressed doubts whether the law could be held con- 
stitutional if so construed that it would prohibit 
a doctor from treating a cancer of the jaw. The 
Attorney General, after calling the complaining 
witness, Dr. West, before the bar of the court 
to hear the conclusion of the matter, stated that 
he did not believe there was sufficient evidence 
for a conviction, and moved to dismiss his suit. 
The court thereupon entered a nolle prosequi 
which is the equivalent of a dismissal of the case 
out of court. 

It is hoped that the defeat of this prosecution 
will cause the Attorney General to see the fallacy 
of his position, into which he was doubtless led 
by adherence to the letter of the law rather than 
its spirit. It is within the possibilities that 
further arrests may be made in case of physicians 
operating upon the jaw. A great deal of work 
has been done by the committees in charge in the 
preparation of this matter, and invaluable as- 
sistance rendered by prominent members of the 





2. Journal A. M. A., Feb. 10, 1917, p. 417. 
8. Journal A. M. A., Apr. 14, 1917, p. 1085. 
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profession, whose assistance was asked and most 
cheerfully and ably rendered. It is deemed 
proper to give publicity to this matter bécause of 
the general interest to the profession, and also 
with a view to making available the various de- 
fenses prepared in this case for the use of other 
physicians who may not know where to turn if 
they should be unexpectedly arrested for claimed 
violations of the dentistry act. 
Respectfully submitted, 
Rosert J. FoLontie, 
General Counsel. 





Public Health 


THE NEW STATE DEPARTMENT OF PUBLIC 
HEALTH 


Through the passage of the consolidation bill, which 
Governor Frank O. Lowden made the definite issue 
of the early days of his administration, Illinois is now 
in a position to ‘develop a health department which 
should compare favorably with that of any of the 
larger States of the Union. Two years ago, when the 
Efficiency and Economy Committee of the General 
Assembly began the consideration of the combination 
and coordination of existing State departments and 
bureaus for the purpose of more efficient government, 
the State Board of Health was asked to submit a plan 
through which better health administration could be 
obtained in Illinois. In spite of the fact that the 


administration of the Medical Practice Act, with the © 


examination and licensure of physicians, other prac- 
titioners, midwives and embalmers, had become a great 
burden to the Board, occupying three-quarters of the 
time and attention of the members, the officers and the 
clerical force, it was then believed that it would not 
only be necessary for the reorganized Board to carry 
this load, but that it would also be necessary for them 
to assume the examination and licensure of those en- 
gaged in professions and trades more or less associated 
with public health, such as dentists, pharmacists, 
nurses, optometrists and barbers. 

With an appreciation of the importance of the pub- 
lic health very unusual in laymen in public life, Gov- 
ernor Lowden so arranged the consolidation bill that 
the State Department of Public Health was relieved 
of all responsibility for examination and licensure, and 
was made a health department pure and simple, being 
one of the nine major divisions of the State Govern- 
ment. The examination and licensure of physicians, 
together with all other matters of examination and 
licensure, were transferred to the newly created De- 
partment of Registration and Education. 

According to Dr. Drake, Director of the Department 
of Public Health, the foundation of the department 
will be the system of district health officers, established 
in Illinois two years ago. At the present time the 
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State is divided into five sanitary districts, each of 
which has assigned to it a full-time medical health 
officer. This officer is charged with the responsibility 
of sanitary and health conditions in his own district; 
but the entire corps of district officers constitutes a 
mobile force which may be employed any place in the 
State in times of emergency. 

It is Dr. Drake’s hope that at least ten district 
health officers may be placed in service this year, and 
that eventually there will be a district health officer to 
every 100,000 of population in the State outside the 
city of Chicago. 

Behind this group of district officers, who bring the 
State Health Department into direct contact with 
every community of the State, there will be, under the 
new organization, a group of experts, located at 
Springfield and ready to render specialized service. 
Each of"these experts will be the chief of a bureau. 

In charge of the entire organization will be the Di- 
rector of the Department of Public Health, with the 
Assistant Director. These two officers are to be ap- 
pointed by the Governor, but the consolidation law 
specifies their qualifications and experience. 

As an advisory body, the law provides a Board of 
Advisors on Public Health, made up of men serving 
without salary, who may offer suggestions to the Di- 
rector, either without his invitation and who may also 
offer suggestions affecting the health of the State of 
the Governor or to the General Assembly. This Board 
has the right to investigate the operations of the De- 
partment of Health, and must be accorded every fa- 
cility for so doing. 

Among the bureaus planned by Dr. Drake are the 
following: 

An Executive Bureau, which consists of the office 
of the Director and has to do with general adminis- 
tration, the purchasing of supplies, accounting, merit 
lists of employes and general administration. 

A Bureau of Communicable Diseases, under the di- 
rection of the State Epidemiologists, which has to do 
with the prevention and suppression of communicable 
diseases ; education on these subjects, the investigation 
of epidemics and the distribution of preventive and 
curative sera, vaccines, etc. 

A Bureau of Tuberculosis, charged with anti-tuber- 
culosis education, the making of tuberculosis surveys, 
the passing upon plans of county tuberculosis sana- 
toria, the organization of campaigns for county 
sanatoria, the inspection of hospitals and sanatoria for 
the treatment of the tuberculous. This bureau will 
work in close co-operation with the Illinois Tubercu- 
losis Association. 

A Bureau of Sanitary Engineering having to do with 
sanitary surveys, matters concerning water supply and 
sewage disposal, passing upon plans of building or 
rebuilding water supplies, sewage and waste disposal. 

A Bureau of Child Hygiene charged with educa- 
tional work in the prevention of undue mortality 
among children, the establishment of child welfare 
stations, assisting in baby week and baby show pro- 
grams, etc. 


- 
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A Bureau of Surveys and Rural Nursing to engage 
in rural sanitary work and the establishment of com- 
munity nursing service. This department will devote 
attention also to dairies outside municipal corporate 
limits. 

A Bureau of Lodging House and Hotel Inspection 
charged with the sanitary conditions of hotels and 
lodging houses and with the enforcement of certain 
laws affecting them. 

A Bureau of Diagnostic Laboratories to operate a 
diagnostic laboratory at Springfield and branch !abora- 
tories in each of the sanitary or health districts of 
the State. 

A Bureau of Vital Statistics for the registration of 
births and deaths under the new Birth and Death Law. 
This bureau will also have charge of the statistical 
work of all of the other bureaus of the department. 

A Bureau of Public Health Education in ¢harge of 
the publication of all circulars and pamphlets of the 
department and controlling the exhibits, motion pic- 
tures and other educational material. 

The chiefs of these bureaus will constitute a staff of 
experts available to the district health officers and the 
physicians and people of the state, and they will con- 
stitute the staff of the health officer schools which will 
be held in each health or sanitary district. 

The new law creating the State Department of 
Public Health will go into effect on July 1. 





THE ILLINOIS PUBLIC HEALTH AND WEL- 
FARE ASSOCIATION 


The first annual meeting of the Illinois Public 
Health and Welfare Association held in Springfield on 


April 12 and 13, is said to have been one of the most - 


successful public health meetings ever held in the 
middle west. The Association is the coming together 
of all of the special organizations of the State inter- 
ested in any phase of public health or welfare work 
and includes in its membership both the governmental 
and extra-governmental organizations. The Associa- 
tion, while entirely independent, is in close affiliation 
with the State Board of Health. 





A clergyman living near Leyden was the father of 
thirteen children. The eldest, born December 31, 1668, 
was Herman Boerhaave, accounted by many the most 
famous physician not only of the 18th, but probably of 
any century. He died of gout in 1738, 

He was an indefatigable teacher, sometimes lecturing 
five hours a day to his students at Leyden. He was the 
first to give separate lectures on ophthalmology (the 
science of diseases of the eye) and to use a magnifying 
glass in the examination of the eye. He combined, with 
a desire to study disease at the bedside, a freedom 
from theoretical and philosophical influence which led 
him to use the most modern diagnostic apparatus which 
he could secure. He was so famous that a Chinese 
official once sent him a letter addressed simply: “To 
the most famous physician in Europe.” This maxim 
was “Simplicity is the seal of truth.” 
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The modern diagnosis of disease aims to employ 
every method which will reveal the exact mental and 
physical condition of the patient. Psycho-analysis will 
reveal the depths of the patient’s mind almost as clearly 
as the x-ray shows the broken bone hidden beneath 
the body tissues. The pressure of the blood against the 
vessel walls may be accurately measured and ap- 
propriate means taken to ward off an apoplectic attack. 
The bodily excretions may be analyzed and the effi- 
ciency of the excretory organs determined. Special 
apparatus permits the examination of the eye, the ear, 
the nose, throat, bronchi, and the interior of various 
other parts of the body. Nothing is taken for granted; 
the blood is examined; the activity of the stomach is 
estimated ; the validity of the nervous system is looked 
into. The modern physician finds the disease before 
he treats it. 

Accurate diagnosis is of importance to the public 
health because an early and correct knowledge of the 
presence of a disease affords opportunity to prevent 
its spread. The case of tuberculosis, which is found 
early, has an infinitely greater chance of recovery than 
the one which is found late» Boerhaave recognized 
these facts in a general way and applied them; in 
fact, according to Rohlfs, he was the first who made a 
chemical examination of some of the bodily excretions. 





The Association of Military Surgeons of the United 
States announces the results in the Henry S. Well- 
come Prize Competition. Captain Mahlon Ashford, 
M. C., U. S. A., who wrote on the subject: “The 
most practical plan for the organization, training and 
utilization of the medical officers of the Medical Re- 
serve Corps of the United States Army and Navy, and 
of the Medical officers of the Officers’ Reserve Corps 
of the United States Army, in peace and war,” was 
awarded a gold medal and three hundred dollars. 
First Lieut. Henry C. Coe, M. R. C., of New York 
City, who received the honorable mention for this 
prize, was awarded a life membership in the Associa- 
tion. A silver medal and two hundred dollars was 
awarded to Assistant Surgeon General W. C. Rucker, 
U. S. P. H. S., whose essay was entitled: “The in- 
fluence of the European War on the transmission of the 
infections of disease, with special reference to its 
effect upon disease conditions of the United States.” 
Passed Assistant Surgeon J. H. Hurley, U. S. P. H. S., 
received honorable mention for this prize and a life 
membership in the Association. These prizes, which 
were given by Mr. Henry S. Wellcome, an American 
living in London, are annually competed for by officers 
of the Army, Navy, Public Health Service, the 
National Guard and the Officers’ Reserve Corps of 
both the Army and the Navy. The essays of the. suc- 
cessful contestants will be published at an early date 
in The Military Surgeon. ' 





A reliable disinfectant which may be made for fifty 
cents per gallon has been devised by the U. S. Public 
Health Service? 
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Auto Sparks and Kicks 





STORAGE BATTERIES. 

Most battery troubles come from neglect or 
want of knowledge of a few essential facts. These 
essentials are limited to number. . 

Do not subject battery to duty for which it is 
not intended. 

Keep battery properly charged. 

Keep battery cells filled with pure water. 

If operating with a generator, see that it is 
right and not over-charging or under-charging 
the battery. 

KEEP BATTERY PROPERLY CHARGED. 

If not in service, every storage battery should 
be charged for a few hours every 30 days. Never 
allow it to stand without charging to exceed 60 
days. 

SPECIFIC GRAVITY TEST. 

The specific gravity of a battery when fully 
charged is between 1.275 and 1.300. 

Specific gravity is tested by a hydrometer 
syringe, having a glass tube with a float which 
accurately indicates the amount of acid in solu- 
tion. If specific gravity is shown by the reading 
of the hydrometer to be below 1.250, the battery 
should be recharged. 

When battery is fully discharged, the specific 
gravity is about 1.150. 

Note—Never test battery immediately after 
filling with water, as this will not give the correct 
reading. 

If the cell always regularly requires more water 
than the others, a leaky jar is indicated. 

If there is no leak and if the gravity is or be- 
comes 50 or 75 points below that in the other 
cells,.a partial short-circuit or other trouble 
within the cell is indicated. 

Keep battery and interior of battery compart- 
ment wiped clean and dry. 

KEEP BATTERY CELLS FILLED WITH WATER. 

Every liquid storage battery should be filled 
with pure water. This should be done once a 
week in hot weather and every two weeks in win- 
ter. Failure to do this may result in sulphating 
and ultimate ruin of the plates. Water for this 
purpose should be distilled or filtered rain water 
from a wooden roof. 

Fill every cell so as to cover the plates; do not 
flood. Test for gravity before adding water. 
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If by accident the liquid has been spilt from 
the battery, fill with solution made of one part of 
chemically pure sulphuric acid to ten parts of 
pure water. 

Caution—Never take a naked flame near bat- 
tery while charging or directly after being 
charged. The gas coming from the battery is 
liable to ignite and cause trouble. 

Any liquid battery placed in storage should be 
kept fully charged to prevent freezing and break- 
ing of jars. 

Hard acid batteries will not freeze. 


CHARGING HARD ACID BATTERIES. 


The hard acid battery cannot be tested by the 
hydrometer, since, as its name implies, there is no 
free solution to test. Therefore, its condition can 
be known only by its service. When used for 
either ignition or direct lighting as the battery 
approaches the point of exhaustion it should be 
wharged the same as the liquid battery except that 
at the time of each recharging a limited quantity 
of solution must be added to each cell, just 
enough to cover the plates. This solution should 
be on part C. P. sulphuric acid to ten parts of 
pure water. 

This solution is absorbed by the hard acid, 
leaving the battery non-freezing and non-spilling. 





AUTO SCIENCE MADE SIMPLE. 


Here’s a little science made over to fit the un- 
scientific. A bearing without lubrication of any 
nature develops a maximum amount of friction. 
The ideal performance would be to reduce that 
maximum to nothing. Then your car would run 
like a streak of greased lightning and not half 
try. But you can’t do it. The best you can do 
is to pare it down by using oils or greases. 
Naturally, some oils and greases are better than 
others. Certain frictional conditions require a 
different cure, a different kind or degree of 
lubrication. 

With a graphite lubricant you can reduce fric- 
tion to almost nothing. 





Lubrication of both motor and chassis is al- 
ways the one important item in the life of a 
car. Graphite added to the lubricant used makes 
lubrication much more perfect. The graphite 
oils and greases are far superior to the plain 
greases for almost any bearing. 
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Scientific Meeting, March 21, 1917 

The President, Dr. A. Aucustus O'NEILL, in the 
Chair. 

Dr. Frederick G. Dyas read a paper on “Local 
Anesthesia.” He stated that various drugs and freez- 
ing sprays have been used and have played an im- 
portant part in the production of local anesthesia, 
but it remained for novocain to fill the long-felt want. 
This substance is only about one-seventh as toxic, 
and yet possesses to a remarkable degree its property 
of producing analgesia, and used in sufficient dosage 
to produce local anesthesia is practically without toxic 
effect. In the summer of 1916 another substance 
was introduced experimentally to take the place of 
novocain, which was almost unprocurable. This agent 
is known as apothesin. It is used in the same 
strength and dosage as novocain; its toxicity is 
about the same, and it has the same resistance to 
boiling. The speaker said he had performed about 
85 major operations with the aid of apothesin and he 
considers it in no way inferior to novocain as a local 
anesthetic. For a long time local anesthesia was 
almost wholly confined to operations upon the eye, 
nose and throat, and had it not been for the intro- 
duction of the less toxic novocain and adrenalin, which 
made possible the development of the technic of infil- 
tration anesthesia and nerve block, the method would 
in time have been abandoned. The author drew the 
following conclusions: 1. The patient’s life is not 
endangered by dosage sufficient to induce local anes- 
thesia. 2. The general comfort of the patient after 
operation is much improved because of lessened trauma 
and decreased gas pains. 3. Convalescence is not 
complicated by the anesthetic and is thereby short- 
ened. 4. Ambulatory patients may be immediately 
discharged after operation. 5. An anesthetist is un- 
necessary, but a “Moral Anesthetist” is desirable. €. 
The use of adrenalin renders the field less bloody, 
prolongs anesthesia, delays absorption, and thereby 
lessens toxicity. 7. Nerve-block as a lasting anesthe- 
sia for chronic pain should find as wide an applica- 
tion as its use for operative procedure. 

Dr. Weller Van Hook read a paper on “The Ana- 
tomical Relations of the Goitrous Thyroid.” The 
author pointed out that the entire thyroid may enlarge, 
or only a part or parts may increase in size. The 
force which: brings about increase in size is very 
great and acts from within the gland itself. The 
peculiar, even bizarre, effects which we see clinically 
are to ‘be explained by keeping in’ mind the facts 
already mentioned and thé additional fact that the 
trachea and esophagus, the neighboring bones, the mus- 
clés and fascia, the arteries and the nerves offer lines 
and planes of resistance to growth. It is only by a 
careful study of the planes in which free expansion 
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may occur and the forces that drive the thyroid or 
its parts against them that we can comprehend at*a 
glance the meaning of the multiplicitous forms of 
goiter which we meet with in practice. 

In a paper on “Radium in Gynecology” Dr. Henry 
Schmitz was of the opinion that diseases of the 
female pelvic organs exhibiting a proliferation of 
tissue élements or the formation of a new growth can 
be beneficially treated with actinotherapy. He stated 
that he had subjected to radium treatment 22 hem- 
orrhagic and 6 inflammatory metropathies, 13 uterine 
myomata, and myomatosis, 94 primary and recurrent 
inoperable uterine, 17 rectal and 14 genito-urinary car- 
cinomata—a total of 166 cases. He considered it 
unfair to compare the results of radium therapy in 
the treatment of carcinoma with those obtained by 
surgical methods, as surgery is employed in strictly 
localized cancers, while radium is used in advanced 
cases, but the author stated that radium is the best 
palliative remedial agent in this disease, although it 
could not be called curative until observations have 
extended over a period of at least five years. Radium 
therapy has not yet been completely developed, and 
that it would require many years of careful observa- 
tion and close study by the clinician and physicist to 
perfect the technic. He believed that the therapeutic 
application of radium is an art which can be acquired 
by the most painstaking observation and close appli- 
cation, while in the hands of the uninitiated radium 
is directly dangerous. The rays are wonderfully con- 
trollable if one knows how to use them, and terribly 
destructive if not held within bounds. It is the 
best palliative in inoperable cancers, properly selected, 
where it will cause a healing in about 65 per cent of 
the cases and a subjective improvement in an addi- 
tional 15 per cent. 


Scientific Meeting, March 28, 1917. 


Dr. John L. Whitman (House ot Correction) 
spoke on “The Influence of Alcoholism in the Produc- 
tion of the Criminal, Pauper and Insane.” His per- 
sonal observation of alcoholics extends over a period 
of 18 years in an official capacity at the County Jail 
as well as over 10 years at the House of Correction. 
During that time they had become impressed with 
the idea that it was of great importance that the 
physical condition of the patients should be care- 
fully studied. Public sentiment was not very strong 
in favor of giving to the inmates of institutions 
much more consideration than was due them on ac- 
count of the crime committed, but at the House of 
Correction they found Dr. Sceleth in accord with 
their ideas. At least 30 per cent are in advanced 
stages of alcoholism, and the chances of their being 
rehabilitated are not very good, yet there is a possi- 
bility of some individual cases being made better 
citizens after scientific treatment. 

Dr. Charles E. Sceleth read a paper on “Alco- 
holism as Observed at the Sceleth Hospital of the 
House of Correction, With Autopsy Findings.” During 
the past 17 years 40,000 cases of chronic alcoholism 
have passed through the institution for treatment. This 
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did not include the acute alcoholic intoxication 
occurring in cases that are not suffering from chronic 
alcoholism. Dr. Sceleth was of the opinion. that no 
matter what measures are taken by the legislators, 
the manufacture and sale of these poisons to a laity 
so generally ignorant of the harm they may produce, 
and the real anatomic changes is certain to be re- 
stricted here as elsewhere in the near future. He 
said he could not estimate the financial cost of the 
chronic alcoholic to society, but if the government 
absolutely prohibited the manufacture of distilled 
liquors he believed the work of the police department 
and municipal courts would be cut in half, and that 
the population of the police stations, workhouses, pris- 
ons and reformatories would be reduced 50 per cent, 
the asylum 25 per cent, and the poverty and misery 
of the world 75 per cent. 

Judge Thomas F. Scully discussed the subject from 
the standpoint of the County Judge. He said he 
did not know much about alcohol, but had seen some 
of the resuJts of the excessive use of alcohol, as it 
is his duty to try insane cases on an average of 100 
a week, the greater percentage of which were alco- 
holic. He believed that if the doctors would inter- 


est themselves just a little in the youth of the city, 
the boys and girls who drink alcohol to excess be- 
cause they don’t know the effect that drink has upon 
them, they could do a great amount of good; that 
if the physicians of the city or county or state would 
hold meetings in the schools and advise the young 
men and girls before they reach the age of manhood 


and womanhood of the effects of the excessive use 
of alcohol, they might be able to save a large per cent 
of those who finally spend their days in the House 
of Correction or in one of the state insane asylums. 

Dr. Bernard Fantus spoke on the “Pharma- 
cology and Therapeutics of Alcohol.” He stated 
that the most hotly debated question had been the 
food value of alcohol, but it must be admitted that 
less than 10 per cent of alcohol ingested is eliminated ; 
often only 2 per cent, so that 90 to 98 per cent must 
be oxidized in the system, and so has a high caloric 
value, a dram of whiskey having the same caloric 
value as a dram of sugar, four calories. It is also 
well established that in conditions of starvation alco- 
hol is capable of serving the system in place of fat 
or carbohydrates. When food is taken in and alco- 
hol is taken in addition, the alcohol renders some 
of the food superfluous, so there is a tendency to 
obesity, the development of gout, etc., and this action 
of alcohol renders its foods value not only undesirable 
but strictly harmful. So while alcohgl is a food, it is 
a toxic food. He believed the best use of alcohol 
to be external, as it is an excellent disinfentant and is 
often useful in the treatment of infections of various 
kinds, 

Dr. H. I. Davis, in discussing the general aspects, 
said he thought the men who are preaching prohibi- 
tion are not preaching it fromthe right point of view; 
they are telling us that if the manufacture of alcohol 
is stopped men will not drink, but he thought this 
was not true. We do not live properly; we are 
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spending our nervous force and in trying to recu- 
perate men turn to alcohol. 

Judge William N. Gemmill discussed the subject 
from the standpoint of the Municipal Court, saying 
that the purpose of the laws in this land is that 
every boy and girl born on American soil shall 
have an equal opportunity to secure the fruits of 
life; that the powerful shall not crush the weak and 
helpless. Our schools are maintained that the boys 
and girls may be prepared to go out into the world 
with a fair opportunity to win their way in the battle 
of life; and it should be our task to give the chil- 
dren of these drunken parents some sort of a chance. 
. Scientific Meeting, April 4, 1917. 

Dr. Jefferson D. Griffith, Kansas City, Missouri, 
read a paper on “The Responsibility of the Surgeon 
and the Frequent Cause of Death Immediately Fol- 
lowing Operative Work.” The changes, he said, 
brought about by the general acceptance of the first 
antiseptic and the aseptic principles of surgical 
cleanliness cannot be realized by the younger genera- 
tion of surgeons whose medical education was finished 
after 1885. Prevention has become the watchword of 
the medical practice, and through the successful em- 
ployment of the preventive methods of the present 
day surgery has become a conservative branch of 
human art. The elimination of accidental disturbances 
of repair caused by wound infection has decreased 
the percentage of mortality following operations to 
a most remarkable extent. The dread of under- 
taking and of submitting to surgical operations is 
greatly diminished, hence allowing earlier surgical 
interference to the possible advantage of both patient 
and surgeon. 

Dr. Jacob Frank discussed the subject from the 
standpoint of the army surgeon. . The author feels 
sure that if this country should become involved 
in a conflict with a foe it would be the civil surgeon 
who would be called upon to do the surgical work, 
as the army has not enough surgeons. 

Dr. John Ridlon, in speaking from the standpoint 
of the orthopedic surgeon, considered the responsi- 
bilities before the operation just the same as those © 
of the general surgeon, but stated that there were 
very few deaths in the work of the orthopedic sur- 
geon unless he is a careless or experimental surgeon. 

Dr. Charles H. Parkes, in speaking from the stand- 
point of the general surgeon, said the future should 
hold some intelligent, honest, comprehensive reform 
for the elevation of the ethics of surgery. The law 
of the survival of the fittest will not solve the 
problem. 

Dr. Charles S. Bacon, in speaking of the subject 
from the standpoint of the obstetrical surgeon, stated 
that every obstetrical case is a surgical case to some 
extent. In every case there is a wound which is 
liable to infection and hemorrhage—liable to. any 
action that any would is liable to, and most cases 
are liable to the dangers of anesthetics as well, so 
the responsibility of the obstetrical surgeon is greater 
than that of the general surgeon. 

Dr. Channing W. Barrett, discussing the subject 
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from the standpoint of the gynecological surgeon, 
said that while a general surgeon may take out a 
gall-bladder or an appendix, the gynecologist might 
have to do that in combination with various things. 
From the standpoint of responsibility he had not 
often been able to “put himself in the patient’s shoes” 
and had not always been able to “consider what he 
would do if he were in the same condition,” but he 
thought it was always well to take into consideration 
what was the very best thing to do for each patient. 
J. V. Fowrer, M. D., 
Secretary. 


CHICAGO OPHTHALMOLOGICAL SOCIETY 
Meeting of Oct. 16, 1916, Continued. 


SYMBLEPHARON. 


Dr. John A. Pratt, Aurora, reported a case of com- 
plete symblepharon. The eye had been burned by hot 
metal and the doctor in charge had performed eviscer- 
ation. The particular feature about the operation for 
symblepharon that was different from anything he had 
ever seen was the making of a double row of holes in 
the large tin plate prothesis used, and the suturing of 
the Thiersch graft to the plate, which sutures were cut 
after six days. The entire graft seemed to have taken, 
but had contracted to one-third of its original size. 
His idea now is, to build the superior and inferior 
fornix with the foreskin of a small child, instead of 
the use of Thiersch grafts. 

He would like to know if any member had ever 
used foreskin in the place of Thiersch graft, and if so, 
what the result had been. 

He intended to do a Week’s operation. While the 
eye seemed to be doing well, more operations are 
necssary. 

Dr. Suker stated that foreskin, if used as a graft, 
acted very nicely when transplanted. There was this 
disadvantage, however, that it contracted much more 
than skin taken elsewhere. A graft of foreskin would 
take readily, but in the end result was not quite as 
good as it might be. 


CALCAREOUS DEPOSITS IN THE CORNEA. 


Dr. Harry S. Gradle reported the case of a man who 
came to see him a week ago with a history of having 
had repeated ulcerations of the cornea, evidently of 
neuropathic origin, for the past seven years. He had 
had twelve ulcerations during this time. The last 
attack occurred last September. The Wassermann 
reaction was negative; tuberculin reaction was nega- 
tive. 

An interesting feature is the calcareous deposits par- 
ticularly in the right eye. There is one deposit over 
the pupillary area, the result of the last attack in 
December and January. Patient had tried practically 
everything without avail.’ He had gone through 
‘routine procedures, such as massage and heat, with- 
out relief. 

It was suggested by an internist that in hyperpara- 
thyroidism there is a deficiency of calcium in circulat- 
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ing plasma. The patient had been fed large quanti- 
ties of parathyroid extract, trying to produce a 
deficiency of calcium, which will lead to some absorp- 
tion of the calcium in the cornea. If this is of no 
avail, the only thing is to resort to some form of 
operation. 

Pau. Gurrorp, Secretary. 


CHICAGO OPHTHALMOLOGICAL SOCIETY 


A regular meeting was held December 18, 1916, with 
the president, Dr. William E. Gamble, in the chair. 


SINUS DISEASE AS AN ETIOLOGICAL FAC- 
TOR IN IRITIS 


Dr. E. E. Irons and Dr. E. V. L. Brown contributed 
a joint paper on this subject. In 100 cases of iritis 
studied etiologically for luetic, gonococcal, tuberculous, 
dental, tonsillar, sinus and other infections, the au- 
thors found abnormalities of sinuses suggestive of in- 
fection in 18 cases, but considered sinus, infection the 
etiologic factor only in the three cases given below. 
In the other 15 cases the etiologic factor was consid- 
ered to be luetic in 6, gonococcal 1, dental 1, tonsillar 
1, and so combined that no one factor could be con- 
sidered the certain factor in 6. 


Case 1.—Housewife, aged 45. Left acute iridocyclitis; 
duration 8 weeks; relieved by atropin, etc. Just previous to 
the eye trouble the patient had had a cold, with nasal dis- 
charge. Frontal sinusitis was found clinically and by x-ray. 
Slight tonsillar infection was noted in one tonsil. No clinical 
or laboratory evidence of dental, luetic, gonococcal or tuber- 
culous infection could be found. (1, 8 and 8 mg. O. T.) 
Tuberculin used under careful control and after due consid- 
eration of the general condition of the patient. Treatment of 
the sinus was refused. 

Case 2.—Printer, aged 34. Bilateral chronic iridocyclitis, 
duration off and on since 9 years of age. Pansinusitis, but 
no other evidence of active tonsillar, dental, luetic, gonococcal 
or tuberculous infection could be found on careful clinical 
and laboratory study (7 mg. O. T.). Three weeks’ atropin 
treatment had no effect upon the pupil.or the “rose-flush.” 
Operative sinus treatment was refused. 


Case 3.—Male, aged 20. Left chronic serous iridocyclitis 
began in February, 1913. The right antrum had been drained 
7 months before. After the tonsils were removed in August, 
1918, the eye condition improved, but during 1914 there were 
repeated exacerbations, with occasional periods of fever, sub 
and intracutaneous, and intramuscular tender nodules, but no 
change in the slight presystolic apical heart murmur, during 
two years of observation. Blood cultures during three of 
exacerbations remained sterile. The teeth were normal and 
there was no clinical or laboratory evidence of luetic, gono- 
coccal, or tuberculous infection (1, 8, 7 mg. O. T.). A com- 
plete reexamination during a recurrence in August, 1915, 
revealed an active antrum infection. The antrum was drained 
and cultures of the pus showed a slightly hemolytic strepto- 
coccus, The eye improved. A suspension of 100 million killed 
streptococci was injected subcutaneously as a test of sensi- 
tiveness to this organism. Forty-eight hours later right ciliary 
infection became more marked and the clear left eye became 
red. This reaction lasted 40 hours and then subsided without 
local treatment. Four: days later the procedure was repeated 
with a smaller dose and after 24 hours the same reaction 
appeared in the right eye, with some pain, but no redness in 
the left, and subsided within 72 hours. “Feb. 2, 1916, the 
patient reported the eyes improved, and the rhinologist stated 
that the sinuses were clear of infection. In this patient the 
evidence seemed fairly clear that the source of the recur- 
rences of the iridocyclitis was a persistent infection of the 
sinuses. 
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Dr. Acexanper S. Rocuestrer said that the cases reported 
by the essayists reminded him of a case which he treated some 
months ago, particularly when the essayists spoke of the pos- 
sibility of not finding a present sinus trouble. He saw the 
patient in his third attack of iritis within a period of two 
years. In each attack the patient was taken care of by a 
competent oculist, a different oculist each time. Each time he 
had been referred by the oculist to a rhinologist, but exam- 
ination of the nose had not disclosed any sinus trouble. Each 
time the patient had had a “‘cold’’ in the nose at the time the 
iritis tame on. Each attack lasted for several months, and 
with the usual treatment of atropin, het applications and 
sodium salicylate, the eye had gradually cleared up, the patient 
being told he had had rheumatic iritis. When patient con- 
sulted the speaker he had an iritis which had begun three 
or four days before. In exathining the nose he used the 
suction apparatus which Brawley had spoken of and which he 
thought was of great value. The first day he was not able 
to find anything pathological in the nose at all. He used 
atropin and hot applications, and the next day the patient’s 
eye was worse. On examining the nose again and putting 
the patient on the suction apparatus for a while, at the end 
of about twenty minutes some pus escaped from the anterior 
ethmoidal region. Within several hours after this, the eye 
was very much better and in two or three days quieted down. 
He kept up the use of the suction apparatus and the eye 
b pletely quiet, and later on he opened up the 
ethmoid so as to establish drainage. He thought the suction 
apparatus was of great value in the diagnosis of these cases, 
as well as of great aid in their treatment where it was neces- 
sary to use conservative methods. 

Dr. Harry S. Grapte asked whether Dr. Brown consid- 
ered the iritis in sinus disease an infection or a toxemia. 

Dr. Brown said he considered it to be an infection trans- 
ferred by the circulating blood. 

Blood cultures had been made in the last case, but were 
all negative. 

Dr. Micwart Gotpensurc mentioned a condition in point 
where it affected the optic nerve. The wife of a dentist 
developed a unilateral neuro-retinitis, which was very marked. 
Every form of examination had been made and nothing could 
be found that might account for the condition. The teeth 
were x-rayed, a Wassermann examination was made, urinalysis 
and blood count made, and a radiograph of the skull was 
made in order to show up the ethmoidal cells. In the ethmoid 
region on that side, in one spot was seen a small area of 
possible infection. The matter was placed before the husband 
and he was told that the speaker did not feel that that was 
the cause of it, but that was the only thing that could pos- 
sibly account for the condition. It was decided to open the 
ethmoids, which was done. No pus was found, but in the 
substance removed, after floating in water, there was a little 
membrane which took the form of a bag, that was possibly a 
cyst. The eye began to recover in a comparatively short 
time. Patient was nevertheless placed on small doses of 
mercury and iodid of potassium. The eye recovered with 
almost normal vision. In the course of a month or so after- 
wards she developed an acute infection of the antrum on that 
side, which was easily diagnosed, by transillumination and 
irrigation. At the same time another attack of neuro-retinitis 
which was just as marked as the preceding one developed. 
Vision went down to 20/200. The antrum was drained, and 
the patient made a perfect recovery. She has not had a 
relapse for a year and a half or more. 

Dr. Franx Brawtey, in referring to the point raised by 
Dr. Gradle as to whether these conditions are due to a local- 
ized infection or to toxemia, stated that in his experience he 
had gained the impression that a toxemia is really the cause. 
He had had a number of cases, some of which he had re- 
ported, where rapid improvement resulted from the evacuation 
of the sinus or following the use of the suction pump and 
drainage, so that he could scarcely see how one could explain 
it om any other ground than that of a toxemia. The case 
cited by Dr. Rochester would tend to support that theory, and 
particularly as Dr.. Brown and Dr. Irons had found absence 
of organisms in the blood with the most careful technic. 

Dr. Harry S. Gravre did not think that the conditions of 
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optic neuritis and uveitis due to accessory sinus trouble were 
at all identical. He agreed with Dr. Brawley that sinus dis- 
ease was probably due to toxemia, but optic neuritis, due to 
accessory sinus disease, was an extension of the process to 
the soft tissues from the accessory sinus through the orbit, 
involving the intracanalicular portion of the nerve. The same 
therapeutic measures would tend to reli¢ve the two conditions. 


Dr. J. B. Lorne stated that in determining the etiological 
factor we might think of several things to assist us, either 
there is an increased infection occurring or a diminished local 
resistance. He recalled a case he had quite a number of 
years ago at the time of the celebrated “Boodle trial” in 
Chicago. An attorney concerned in the defense of that suit 
was doing an immense amount of work and had infection of 
the antrum. He was also the subject of lues. It was thought 
that his case of iridocyclitis was due to syphilis, but as 
thorough treatment as could be carried out at that time failed 
to give any appreciable relief. The case persisted. After 
the antrum: was drained effectively the trouble rapidly sub- 
sided. This man was doing an excessive amount of work at 
that time, and the iritis came on. 

Another case, seen two or more years ago, was that of an 
artist decorator in the city, who was also doing an excessive 
amount of work at that particular time. He had noticed no 
change so far as the antral disease was concerned, having 
known that it was present for some time, and it having been 
recommended that the antrum should be drained. With his 
hard work he was practically prostrated. The iridocyclitis 
followed. Prompt relief was afforded after drainage of the 
antrum and keeping it up. Perhaps a close study of these 
cases might reveal points of increased focal infection. Take 
arthritis. There is usually either an exacerbaion of the focal 
lesion or a diminished resistance at the point of onset, as 
seen in trauma, not that trauma has anything further to do 
with it than the production of a local diminished resistance. 
In the same way in a joint infection, the infection not involv- 
ing the synovial secretion, but being external to the joint, 
there is a similar anatomical circulation in the villi in the joint 
as in the ciliary body and in the iris, increased irritation 
inducing stasis, rendering infection much more liable to be 
set up. 


Dr. Benyamin Battey, Lincoln, Nebraska, congratulated 
Dr. Irons and Dr. Brown on the work they had done along 
this line. Ophthalmologists had followed the old nomenclature 
of ciliary, specific, traumatic iritis long enough, and when 
they did not know the cause, and there had been no trauma 
and syphilis could not be demonstrated, the iritis was put 
down as being of rheumatic origin. He believed that the pro- 
cedure undertaken by Dr. Brown, if followed up, would 
amount to a great deal. It was high time that ophthalmol- 
ogists discriminated more closely regarding each type of iritis 
met with. In common with other ophthalmologists he imd 
had the same result in finding oftentimes ethmoidal or acces- 
sory sinus disease of some nature that complicated the iritis. 
Again, he had been unable to find the cause and had to 
depend upon the usual remedies for treatment which the doc- 
tor had suggested, atropin, hot applications, and salicylate of 
sodium, etc. If this work was carried on we would be able 
to revamp the nomenclature and get the different forms with 
greater accuracy, and consequently would have better methods 
of treatment as the result of these investigations. 


Dr. Georce F. Suxer asked Dr. Brown whether in his 
experience with these cases he had noticed that in some types 
the iris as a whole or only a section of it was more acutely 
inflamed than the other adjacent areas. Could we not have 
in some of these conditions a localized iritis, one that did 
not involve the entire iris? This might give some clue as 
to the selective tendency of these toxins and the relation to 
the question of infection. 


Dr. Brown, in replying to Dr. Suker’s question con- 
cerning the type of the iritis, said the first case was an ordi- 
nary acute iridocyclitis, with only one (deep) synechia. In 
the second case all parts were markedly inflamed, iris, ciliary 
body and choroid, and no part of the iris was exempt from 
the inflammation. The third case was a severe serous irido- 
cyclitis with only slight involvement of the iris aside from the 
great difficulty experienced in securing dilatation of the pupil. 
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NEW OBSERVATIONS ON CORNEA AND RE- 
TINA OF THE EYE. 


Dr. Robert Von Der Heydt gave a translation of a 
lecture delivered February 26, 1916, by Dr. O. Haab of 
Zurich, Switzerland on this subject, from which we 
take the following extracts: 

By the method of focal illumination and the loupe I have 
been able to first describe and isolate a keratitis, which I 
called the “gittrige’’ (grill-like). Later the Riband like kerat- 
itis (Bendertruebung) especially in infantile glaucoma, which 
was recently so thoroughly described, clinically and anatom- 
ically, in a thesis by Staehli. Then I have found the pupil- 
lary reflex which I have called “cortical reflext” (Hirnrinden 
reflex) and now am able to describe to you a new form of 
keratitis, which I have called “alphabet or letter keratitis” 
(Buchstaben-keratitis). 

While we have made few changes in the loupee used 
for investigating, there has been much improvement 
in the method of focal light. Especially since we have 
the Nerst lamp giving a very strong and white light. 
With it one does not alone see better but actually 
more than with the ordinary gas or electric light. 

The Nerst lamp has been recently improved by Gull- 
strand in the form of a slit (spaltlampe) with which 
we can easily see the corneal nerve fibers, as well as 
study the direction of flow of the aqueous, as recently 
described by Berg (Stockholm), and which has been 
experimentally proven by my able assistant Turk, when 
he described the causation of the Ehrlich vertical flour- 
escein line in the aqueous. 

Lately I have also used the still more powerful elec- 
tric Osram lamp, which is constructed according to the 
half Watt system. Its illuminating power is near that 
of actual sunlight, so that with it one can observe the 
reflection of the so-called magic Japanese mirror. 

These small mirrors are made of bronze and on their 
reverse side show ornamentations such as animals, 
flowers, plants, or inscriptions, The front surface is 
absolutely mirrorlike but in a certain diagonal direc- 
tion in good illumination you may with some difficulty 
see a faint reflexion of the figure on the back caused 
be very slight alteration in the mirrorlike surface and 
corresponding with the respective design. 

Now, about the corneal disease I have designated 
Buchstaben keratitis. It is a rare affection. I have 
discovered seven cases in the past eighteen years. For 
its observation a very intense lateral illumination is 
necessary. One sees superficially small and larger 
zones composed of short, straight, sometimes crossing 
one another, raised, linear cloudings of the epithelium. 
In arrangement they resemble straight letters, such as 
A, W, V or X. The larger lines may for a certain 
length be followed by a parallel double border. Scat- 
tered among them may be small round infiltrated zones, 
or a line may be interrupted by a group of these dots. 

There is mild ciliary irritation. In one to three 
weeks the process may terminate, but the characteristic 
part of this keratitis are sure to follow severe relapses. 
Reduction of intraocular tension may complicate and 
finally permanent clouding of the stroma and corncal 
‘surface may destroy the usefulness of the eye. 

This severe type of eye disease is illustrated in this 
25-year-old patient. She was discharged from our 
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clinic, October 28, 1915, after a year’s treatment. Previ- 
ous to this she had been under the care of four oculists. 
When we first saw her the useful vision of the left eye 
had been lost by corneal clouding. Her right eye 
had been involved for nine months previous to her 
visit to our clinic, and it showed distinctly the char- 
acteristics of the Buchastaben keratitis. In a most 
discouraging manner and in spite of all treatment the 
condition continued to progress for six or seven 
months. In this otherwise healthy individual a roent- 
genogram showed a very light shadow in left lung and 
as the tuberculin reaction was positive, we commenced 
using tuberculin Beranek, 26 injections ; without visible 
improvement. 

Her right eye was rapidly approaching the condition 
of the first involved left eye and possessed only a 
fraction of visual acuity. We then commenced in- 
jecting old tuberculin (Koch), and a radical change 
took place at once, ciliary injection subsided rapidly, 
cornea became smooth and commenced to clear up. 
After one month vision was 5/60, 4 weeks more 1/3 to 
1/2 and a year after her admission to our clinic same 
was 6/8. Now, after four months you see an abso- 
lutely quiescent eye, with a mild @orneal clouding, 
vision 6/6. 

The old tuberculin treatment was carried out for 
three months, 24 injections, slowly increasing, 7 mg. 
was maximum. Her first involved eye, which shows 
peculiarly radiating linear cloudings showed no change, 
vision 1/10. There is no doubt in my mind that her 
right eye was on the way to a total loss of all useful 
vision and this was avoided by the use of old tuber- 
culin. 

Part 2 of the lecture deals with new observations on 
the fundus. 

Dr. Von Der Heydt, in connection with Professor 
Haab’s lecture, exhibited and reported two cases which 
bore some relation to the change described in the 
lecture. One was a case of choroidal rupture wherein 
after six months a red spot was seen in the macula. 
The other case was one of old neuro-retinitis in which 
the same red spot was observed. He had noticed and 
studied these red spots in one case for six months in- 
termittently, and in the other for about two years. 
Both had shown identical characteristics. At one time, 
both spots, most markedly the one in the lady, were 
surrounded by a definite halo. This was an edema 
of the retina, and was definitely outlined and like a 
horse’s collar, in shape. Later on these edematous 
zones flattened out and disappeared; they are prac- 
tically gone now, but the reddish pathologic center 
shows decidedly. Thus in these two cases radically 
different causes brought on similar foveo-macular 
changes as a manifestation of insult to the retina. 


A METHOD OF OPERATION IN COMPLETE 
OBLITERATION OF THE ANTERIOR 
CHAMBER WITH REPORT OF A 
CASE OF CORNEAL 
STAPHYLOMA 


Dr. C. G. Darling said that during the past summer 
he performed an iridectomy in a case of corneal 
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staphyloma by making a very minute opening into 
the anterior chamber well back in the corneal limbus 
with a keratome, using sawing movements. This was 
enlarged as soon as he entered the anferior chamber 
with probe-pointed scissors; a spatula was passed be- 
tween the iris and cornea to free the iris before in- 
troducing the iris forceps. In this case he obtained 
an almost immediate as well as a permanent flating of 
the staphyloma and normal tension. Later, when look- 
ing up the literature of this subject, he found this 
operation was similar to Gayet’s method. 

A short time ago a man entered his service at the 
County Hospital with a serpent ulcer of ten days’ 
standing. Only a two or three millimeter margin of 
the cornea was left after perforation and healing. 

A large staphyloma of the cornea was forming un- 
der the continuous use of a pressure bandage; the 
tension would rise, a fistula would form, this would 
close and tension go up again with increase in size 
of staphyloma, then the process would go through the 
same cycle again. The lens was still present in the 
eye. 

Here the iris was very much stretched, thin and ad- 
herent to the corneal rim, only 2 or 3 millimeters from 
the limbus, so he did not feel he had enough room in 
which to do any of the operations of which he had 
spoken, or that any of them would open the iris angle 


as the iris was probably adherent at the angle, and. 


would remain so after ordinary iridectomy as the 
iris would tear before freeing the angle. 

An iridectomy was done in this case in the fol- 
lowing manner: Hein’s cyclodralysis operation was 
done opposite the widest area of sound corneal rim. 
The spatula when in the anterior chamber, separated 
the iris from the cornea; it was passed forward until 
the iris was somewhat torn from the corneal rim, the 
spatula being well curved so that it hugged the back 
of the cornea. With the point of a keratome using 
sawing movements the spatula was cut down upon well 
back in the limbus so that the cornea would be left 
untouched and the iridectomy would be well to the 
root of the iris to give good drainage. This incision 
was enlarged with scissors, but he believed a canalicul- 
ous knife, if very sharp, would have been better as he 
does not think it would cause as much trauma. The 
iris forceps were now introduced, the spatula removed, 
and an iridectomy of about 3 millimeters wide was 
made at the first attempt. Wishing to make the iridec- 
tomy wider he had to reintroduce the spatula to get 
the iris forceps between the iris and cornea. This 
was done on one side and then the other of the 
primary attempt, giving an iridectomy of over 10 mil- 
limeters wide well back at the root of the iris. This 
operation has caused some flating of the cornea, de- 
crease in tension, and a little vision, which is now 
hand movements. The cornea in this case was so 
extremely thin that any tension above a negative one 
would cause some bulging, so another iridectomy was 
attempted on the opposite side of the cornea four days 
ago. On this side the iris had been more stretched 
and was very thin and atrophic, so that a piece of it 
would tear out whenever taken hold of. Here he 
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passed the spatula forward and cut the iris from the 
cornea rim for about one-third of its circumference, 
and as the iris is, of course, freed from the cornea 
at its root, at the same time, this freeing of the iris 
should act fully as well as iridectomy in establishing 
an antefior chamber and drainage. He saw the case 
today and the corneal curvature is perfectly regular. 

Dr. Darling, in closing, thought the method he had 
described was of some advantage in saving eyes, espe- 
cially in children with large perforating corneal ulcer, 
as the eye would aid in the growth of that side of the 
orbit. In a good many cases of ulcer of the cornea 
from gonorrheal opthalmia and other diseases in chil- 
dren, the eyeball had to be removed and the orbit on 
that side did not grow. If this operation could be 
done, freeing the iris from the cornea, or an iridec- 


tomy done, the eyeball would be preserved, with pos- 


sibly a little vision, and the orbit would grow on that 
side. 


SARCOMA OF THE CHOROID 


Dr. Lawrence J. Hughes, Elgin, Ill., spoke of having 
presented a case two months ago which was diagnosed 
as sarcoma of the choroid. The case was discussed 
by Dr. Fisher at the time who thought it was a typical 
case of this disease. Shortly after that the speaker 
removed the eye, and so far as cicroscopic examina- 
tion of a section of the eye was concerned, there was 
no evidence of sarcoma. 


(To be Continued.) 


MACOUPIN COUNTY MEDICAL SOCIETY 


The Macoupin County Medical Society met Tuesday, 
March 27, 1917, in the New Commercial Hall at Virden 
and was called to order by President F. A. Renner, of 
Benld. 

The minutes of the last regular meeting were read 
and approved. Twenty-four members and visitors 
were present. 

By the direction of the president the secretary had 
been publishing articles on tuberculosis in all of the 
newspapers of the county, fifteen in number, with the 
idea in mind of so educating the voters that at the 
next general election the proposition tor a sanatorium 
might be carried. 

The Society on motion unanimously endorsed this 
work and authorized the secretary to contiiue the pub- 
lication of the articles in the press of the county. 

The secretary reported having taken up the work 
officially for the Society of communicating with the 
members of the General Assembly of the local district 
regarding proposed medical legislation, which report 
was accepted unanimously and he was instructed to 
continue the same work. 

Moved and seconded that as a token of our apprecia- 
tion of the efficient work done by our secretary that 
he be given a button of the A. M. A., which motion 
carried unanimously. ’ 

The censors reported Girard as the meeting place 
for May and nominated the following officers for the 
coming year, who were elected unanimously: Presi- 
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dent, Dr. G. E. Hill, Girard; vice-president, Dr. W. L. 
Powell, Palmyra; secretary-treasurer, Dr. T. D. Doan, 
Scottville; medico-legal advisor, Dr. J. S. Collins, Car- 
linville ; delegate, Dr. T. D. Doan, Scottville; alternate 
delegate, Dr. J. P. Matthews, Carlinville. 

Dr. F..M. Wood, of Chicago, gave an address on the 
subject “The Vaccine Treatment of Rheumatism.” 

Dr. H. C. Blankmeyer, of Springfield, gave an ad- 
dress on the subject, “The Newer Simplified Methods 
of Feeding Normal Infants.” 

A rising vote was given the two physicians for their 
excellent addresses. 

The meeting then adjourned to meet at Girard, Tues- 
day, May 28, 1917. 

T. D. Doan, Secretary. 


MADISON COUNTY 


The Madison County Medical Society met in the 


rooms of the Commercial Club in Collinsville on the 
afternoon of Friday, March 2, 1917, with President 
Dr. J. B. Hastings in the chair. 

Twenty members present; three visitors. 

The subject of compulsory health insurance was pre- 
sented and discussed. Dr. Gossard moved that the 
chair appoint a committee of 15 members to go to the 
legislature at Springfield, at the call of the State Legis- 
lative Committee, to assist said committee in every way 
within its power and that the question of defraying 
the expenses of the committee be taken up and ad- 
justed at some future meeting. Carried. Dr. Luster 
moved that the secretary be instructed to notify the 
Legislative Committee of above action. On motion it 
was ordered that Dr. Hastings be a member of above 
committee. 

Attention was called to the Osteopathic Bill now in 
the Judiciary Committee of the House. Dr. Braner 
moved that the secretary be instructed to communicate 
with our representatives in the legislature expressing 
the sentiment of this society as thoroughly opposed to 
this bill. Carried. 

Dr. J. L. Wiggins then presented a paper on “Mor- 
bidity Incident to Obscure Umbilical Hernia,” and also 
presented a patient to illustrate the subject. He called 
attention to the fact that a very small hernia, possibly 
containing nothing but a small bit of omentum, was 
often overlooked, and yet could be the cause of many 
distressing symptoms and cause a condition that would 
disable a man from performing manual labor. He 
cited 28 cases in which he inverted the skin surround- 
ing the umbilicus to act as an obturator and fastening 
it firmly by an adhesive strap. He reports great suc- 
cess with this method of treatment. ‘The paper was 
very instructive and called out extensive discussion. 

Dr. Barnsback moved that a vote of thanks be ex- 
tended to Dr. Wiggins, which was adopted by a rising 
vote. 

On motion adjourned to meet in Alton on the first 
Friday in April. 


MONTGOMERY COUNTY 
The annual medical clinic of the Society was held at 
the Hillsboro Hospital Tuesday afternoon, March 27, 
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and was conducted by Dr. Albert E. Taussig, Professor 
of Medicine, Washington University, St. Louis. 

Twenty-two present. 

Among the patients were a case of acute Graves’ 
disease, a submaxillary cyst, pulmonary edema, appen- 
dicitis, tuberculous meningitis, a valvular heart lesion. 
The clinic was an unusually interesting one. The 
Society was fortunate to secure Dr. Taussig for this 
occasion, and all who heard’ him would be glad to have 
him with us again at some future time. 

Dr. M. W. Snell was unanimously chosen as dele- 
gate to the State Society to take the place of Dr. R. W. 
Allen, who is not expected to be in tne county at the 
time of the State meeting. 


OGLE COUNTY 


The regular quarerly meeting of the Ogle County 
Medical Society was held at the Court House, Oregon, 
April 17, 1917, at 1:30 p. m. 

President A. H. Beebe called the meeting to orden 
Roll call found nine members present and seven 
visitors. 

Dr. John B. Roe, Oregon, was elected to member- 
ship. " 

A communication was read from University of IIli- 
nois College of Medicine. The society passed a reso- 
lution favoring the resolution and asking for further 
information. 

Dr. Charles J. Drueck, Chicago, read an excellent 
paper on “The Treatment of Hemorrhoids Under 
Local Anesthesia.” This paper was ably discussed by 
Drs. Stealy, Murphy and Turner, Dr. Drueck closing 
the discussion. 

Dr. Chas. C. Kost, of Dixon, read an able paper on 
Colles’ fracture. Discussion followed by Drs. Bever- 
idge, Beebe, Johnson, Murphy, Turner and Price, Dr. 
Kost closing. 

The doctor gave particular stress on letting the arm 
hang down in all cases of Colles’ fractures. 

On motion of Dr. Beveridge, a rising vote of thanks 
was given Drs. Drueck and Kost for their excellent 
papers. 

Adjourned to meet at Byron the third Wednesday in 
July, 1917. 

Dr. J. T. Kretstncer, Secy. 


WINNEBAGO COUNTY 

The Winnebago County Medical Society met at 
Unity Hall, Rockford, on April 10. There were 21 
members present. Reading of the minutes was sus- 
pended and the following program was rendered: 

Dr. W. W. Hume reported a case of fistula of the 
horizontal semicircular canal. 

Dr. Adolph Hartung of Chicago was introduced as 
the speaker of the evening. He spoke on the subject, 
“The Roentgen Diagnosis of Gastro-Intestinal Le- 
sions,” and showed numerous stereopticon slides to il- 
lustrate his talk. These slides truly proved that the 
x-ray is of much value in gastro-intestinal diagnosis. 

Following the reading of a letter from Frederick R. 














May, 1917 


Green, secretary, Council on Health and Public In- 
struction of the American Medical Association, in re- 
gard to the second annual baby week campaign 
throughout the country on May 1 to 6, the chair saw 
fit to appoint a committee of three to cooperate with 
the Children’s Bureau and the Woman’s Club to make 
Baby Week in this territory a success. Drs. Boswell, 
Farrell and Gerald Allaben were appointed. 

The following resolutions were read by Dr. Lichty: 

Wuereas, The physicians and sanitarians recognize 
that insanitary and crowded housing does more to con- 
tinue sickness and cause death, as well as lower moral 
standards, than all other avoidable causes; therefore, 
be it 

Resolved, By the Winnebgo County Medical Society 
that the Rockford Realty Association be asked to re- 
fuse to list property for rent that has been inspected 
and disapproved by either or both the Housing Com- 
mittees of the Winnebago County Medical Society and 
the Winnebago County Anti-Tuberculosis Association 
until such premises are put in sanitary condition. Also 
that the Chamber of Commerce list insanitary tene- 
ments and homes and jointly warn tenants and land- 
lords. 

It was decided that these resolutions be adopted and 
a copy presented to the Rockford Realty Association. 

A letter from Dr. Edmund James, president of IIli- 
nois University, in regard.to post-graduate work for 
practitioners, was read. Following discussion it was 
decided that the officers of the society form a comimit- 
tee to make further inquiry about this work. 

Dr. Hartung was given a rising vote of thanks by the 
society for his talk. 

C. M. Ranseen, M. D., Secy. 





Personals 


Dr. E. J. Hoag, of Ridott, sustained a frac- 
ture from cranking his automobile. 

Dr. George L. Eyster, of Rock Island, has 
returned from a three months’ vacation trip 
through California and British Columbia. 

Dr. Leon W. Kelso, Paxton, has been appointed 
local surgeon for the Illinois Central Railroad, 
succeeding Dr. Spencer S. Fuller resigned. 

Dr. C. T. Foster, city physician of Rock Island, 
seriously infected after performing a surgical 
operation, is traveling in the west for his health. 

Dr. A. H. Roler, after investigating the treat- 
ment of war prisoners by the German as a rep- 
resentative of the Allies, reports that they were 
better off than the poor in the large cities. 

Dr. John W. Earel, Quincy, who is expected 
to resume practice after an absence of nearly a 
year on account of illness, has had a relapse and 
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may not be able to return to work for two or 
three months. 

Dr. C. P. Caldwell was re-elected president of 
the board of directors of the municipal tuber- 
culosis sanitarium of Chicago, and F. Bowden 
DeForest, was elected secretary at the annual 
meeting. 

May 6 to 13 Dr. Otto T. Freer is to give a 
source of lectures, illustrative operations and 
demonstrations in Portland, Oregon, by invita- 
tion of the Portland Ophthalmological, Otolog- 
ical and Laryngological Society. 





News Notes 





—Medical students in Illinois colleges are as- 
sured of graduation if absent from college on 
service in army or navy hospitals. 

—Students of the College of Medicine, Uni- 
versity of Illinois, are having military drills twice 
weekly as part of the curriculum. 

—The demand both for physicians and nurses 
on account of war activities is becoming urgent. 
Already nurses are at a premium in public insti- 
tutions. 

—Bonds from $750,000 were voted in the 
spring election for an addition to the contagious 
disease hospital in Chicago. Two new wings will 
be built. 

—Dr. Harry M. Weinberg, Chicago, recently 
arrested by federal officers for the illegal sale 
of morphine, is said to have been in charge of 
the “clinical work” of the Anti-Cigarette League. 

—Prof. Morris Jastrow, Philadelphia, gave an 
illustrated lecture on “The Medicine of the Baby- 
lonians and Assyrians” before the Society of 
Medical History of Chicago, April 27, 

—Dr. Charles P. Emerson, Indianapolis, dean 
of the Indiana University School of Medicine, 
delivered an address, April 13, on “Modern Med- 
icine and the School Child,” before the Illinois 
State Teachers’ Association. 

—aA contract for the erection of the first unit 
of the Illinois Valley Hospital, Ottawa, has been 
awarded. The new building will cost about 
$30,000 and will be known as the Diagnostic 
Pavilion. It will be one story in height and of 
masonry construction with high basement. 

—At the quarterly meeting of the Warren 
County Medical Society, held in Monmouth, 
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April 15, Dr. Kellogg Speed, Chicago, delivered 
an address on “Military Surgery,” illustrated by 
stereopticon views, and Dr. Wilber E. Post, Chi- 
cago, spoke on “The Use of Salts and Alkali in 
Nephritis. 

—The directors of the Municipal Tuberculosis 
Sanitarium have undertaken a survey of the 
Chicago South Side where many Negroes from 
the South have settled in the past few months. 
The survey of the “Little Italy” district on the 
North Side disclosed several hundred cases with- 
in a few blocks. 

—The directors of the Fenger Memorial As- 
sociation have made a grant of $400 to Pierce 
McKenzie for support of chemical.and other work 
under the direction of Dr. E. R. LeCount. He 
will study the brain and other tissues from cases 
of heat stroke in order to determine, if possible, 
better than now known the cause of the high 
temperature in this condition. 

—Messrs. V. Mueller and George Wallerich, 
president and secretary of the V. Mueller Surg- 
ical Instrument Company, have donated $10,000 
to the North Chicago Hospital independent unit 
for war hospital service. The Medical Women’s 
Club, of Chicago, have pledged their services to 
the state in the name of a “United States Wo- 
men’s Military Reserve Corps.” 

—Aldermen Capitain, Nance, Littler and 
Richert, a sub-committee of the Chicago Council, 
after a year’s study of the charges against Dr. 
Sachs’ management of the municipal tubercu- 
losis sanitarium, reported: “There has not been 
presented, in the opinion of your sub-committee, 
one scintilla of evidence that in the slightest 
degree impeaches the integrity or that questions 
the efficieney or the competency of Dr. Theodore 
B. Sachs. On the contrary, every witness of 
standing examined, including Dr. Robertson him- 
self, spoke in the highest terms of the service 
which he had rendered to humanity. The usual 
statement was that he was in a class by himself. 
His personal sacrifice and untiring devotion to 
the work which he had undertaken received uni- 
versal praise.” 





Rosert SonNENSCHEIN, M. D., to Miss Flora 
Kieferstein, both of Chicago, April 5. 
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HermMan Morris Apter, M. D., Chicago to 
Miss Frances Porter of Hubbard Woods, IIl., 
recently. 

SopHia BitteNKamp, M. D., to Mr. John 
Conrad Donis, both of St. Louis, at Clayton, Ill. 
April 4. 





Deaths 


Assre A. Hrnxte, M. D., Evanston, Ill.; Hahnemann 
Medical College, Chicago, 1887; died at her home, 
April 2. 

Harvey A. Wuirte, M. D., Chicago; Eclectic Medical 
Institute, Cincinnati, 1882; aged 78; died in Tampa, 
Fla., March 27. ; 

Henry W. Ocpen, M. D., Evanston, Ill.; Rush Medi- 
cal College, 1881; aged 73; for many years a prac- 
titioner at Fort Atkinson, Wis.; a veteran of the Civil 
War; died at his home, February 17. 

ArTHUR von Werner, Chicago (license, Tilinois, 1889, 
on certificate from War Department, Russia, 1883); 
aged 75; a practitioner since 1859; died at his home, 
March 23, from cerebral hemorrhage. 

Maxrmiian C. Cornettus, M. D., Chicago; John A. 
Creighton Medical College, Omaha, Neb., 1895; aged 
43; died in St. Luke’s Hospital, Chicago, April 3, after 
an operation for carcinoma of the bladder. 

Joun Dean Scoutter, M. D., Pontiac, Ill; Uni- 
versity of Buffalo, N. Y., 1870; aged 81; for nineteen 
years superintendent of the State Reformatory, Pon- 
tiac; died in that city, March 31, after a surgical 
operation. 

Joun J. Strres, M. D., Pontiac, Ill. ; Eclectic Medical 
Institute, Cincinnati, 1850; Medical School of the Val- 
ley of Virginia, Winchester, 1860; aged 90; formerly 
a member of the Illinois State Medical Society; died 
at his home, March 25. 


Writtram Wasnrncton Everett, M. D., Highland, 
Ill.; College of Physicians and Surgeons, Keokuk, Ia., 
1877; aged 60; formerly a Fellow of the American 
Medical Association; a member of the Illinois State 
Medical Society; surgeon to St. Joseph’s Hospital, 
Highland; died in a hospital in St. Louis, March 30, 
from a nervous breakdown. 

Grorce Futter Hawtey, M. D., Chicago; College of 
Physicians and Surgeons in the City of New York, 
1868; aged 73; formerly a Fellow of the American 
Medical Association; a member of the Illinois State 
Medical Society, Mississippi Valley Medical Associa- 
tion and American Academy of Ophthalmology and 
Oto-Laryngology; professor of otology, rhinology and 
laryngology in the [Illinois Post-Graduate Medical 
School; a member of the staff of Cook County Hos- 
pital, and the Illinois Charitable Eye and Ear In- 
firmary; one of the first men in Chicago to specialize 
on diseases of the eye, ear, nose and throat; an assist- 
ant of Sir Morrell Mackenzie in the early eighties; 
died at his home, April 16, from chronic myocarditis. 
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